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A n internationally recognized expert on 
disaster psychiatry. Dr. Mushtaq A. 
Margoob's research work encompasses a 
wide range of topics relevant to current scenario, 
from seasonal mood disorders to drug use problems 
and societal stress coping mechanisms. Dr. Margoob 
topped the list of first batch of entrants and was the 
only candidate among the group to receive MD in 
Psychiatry in 1st attempt, from the University of 
Kashmir in 1985. He is presently working as an 
Associate Professor in the Department of Psychiatry. 
Government Medical College Srinagar Kashmir. 
Inspite of his ovcrxvhclmingly busy schedule with 
clinical service, teaching, psycho education and 
community consultation activities. Dr. Margoob has 
never let the paucity of time, primitive hospital 
setting or grossly inadequate infrastructure to deter 
his research pursuits. Over the past more than 15 
years, the focus of his work has been traumatic stress 
resulting from man made and natural disasters in the 
developing world, and its impact on the individuals 
as well as the communities as a whole. 

Dr. Margoob has been actively involved at 
the national level in the efforts to advance medical 



education, research and service planning in mental health. He is currently on the editorial board of the Indian Journal f 
Psychiatry, and has been on the International advisory board of the JK Practitioner, from its inception more than 1 5 
back. He is also the founding executive member of Indian Association of Biological Psychiatry. Dr. Margoob for a lo^ 
time now has maintained an international presence. The World Psychiatric Association has recently availed his expertise as 
the coordinator ofTask Force on Kashmir earthquake. * 




Huda Mushtaq has been keenly interested in studying human 
behavior and rendering services to the emotionally disturbed 
masses. She obtained a record percentage in her graduation and 1st 
rank in her post graduation in Psychology, in 2003 and 2005 
respectively, from the University of Kashmir. She stood second in 
the National competition for M.Phil in clinical Psychology, at the 
Institute of Human Behavior and Allied Science, New Delhi, and is 
currently pursuing her studies there. She has been closely 
associated with, and assisting her father Dr Mushtaq A.Margoob in 
his research work and aims at carrying on with the mission with 
same flair as her father. 
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From the Executive Editors 

This is the first Supplement to JK-Practitioner .The issue covers 

details and observations to help us understand some of ‘h® myster.es of 
post traumatic stress disorder (PTSD).H.s 

appreciated round the globe (See Appendix aiid P^^ Care 

supplement should be of immense help to all the “f^' h ^ 
Professionals and Organizations concerned with the Mental 
individual .It should prove a valuable tool for all the scientists who want 
make inroads into PTSD, to understand its complexities .This is perhaps 
the first major research work from South Asia on traumatic stress 
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INTRODUCTION: 


Mushtaq A Wlargoob 


impacted many regions of the worlOu ^ events, are vulnerable to considerable 

victims, who have expeneiiced thes anpnish of those who narrowly escaped these 

emotional turmoil and bodily reactions. Tlie me ® of them have lost their homes, jobs 

disasters, or lost close relatives is made worse bec^any 

and posessions.Witli the development of se\e have become increasingly better 

acroL ,he populafons. .he “ 

of those bereaved, as a result of disaster\ In order to provide such assistance, professionals need 

to be educated about the latest developments in disaster psychiatry. 

Tl.e WHO guidelines for mental healU. in emergencies stresses on tnereased use of 
commun.Q/ outreach and special focus on offenng timely and cnlturally 
interventions; honoring the dignity ofthe survivors; identifying potentially high nsk W 'at'ons 
helping people to reunite with their friends; activities to re-notmalize life as much as possible and 
the assisVance with self help information materials'. Despite the vast information generated 
tlirough rigorous research over the past tliree decades, one ofthe prominent issues that is yet to be 
addressed is, whether the psychological sequelae of disasters, including war and conflict, are 

universal. ^ ^ . 

Here is a humble attempt to address this issue from one ofthe world s poorest regions i.e. 

South Asia. In tlie year 2005, two natural disasters; snowstonn and a devastating earthquake hit, 
the field of study (Kashmir) which was already impoverished by 1 5 years ofehronic confiict The 
supplementary issue begins with editorial, stressing upon the originality of PTSD as a diagnostic 
entity and challenging the notion of its being a culturally bound syndrome ofthe west. The 
populace of this region has been constantly living under the shadow of tlireat, as is rf'vealed by a 
community based study, discussed under the heading of ‘Community Prevalence of Trauma in 
South Asia*. 

The high prevalence of stress related disorders in the community, as rev ealed by the 
study ‘Community Prevalence of Adult PTSD in South Asia’ stands as a testimony to a high level 
of suffering among the masses following natural disasters and manmade conflict. 

In February 2005. the fury of nature struck the already suffering people in the form of a 
snowstorm in South Kashmir. Otte Year I.onf’itttdinal Study o/Snowstorm Disaster Survivors 
In Kashmir captures the suffering, morbidity- its magnitude and course, coping strategies and 
rehabilitation ofthe surv'ivors. Tliis study keeps an immense importance in the wake of Oct. 2005 
earthquake, as tlie concerned prepare for the reliabilitation of its surviv ors. 

Children have been one of the most severely affected groups, and a high level of 
psychiatric illnesses in them is alarming. This fact is highlighted in Paediatric PTSD: Clinical 
Presentation, Traumatic Event: and Socio-Demographic Variables- Experience from a 
Chronic Conflict Zone, and PTSD Symptoms Among Children and Adolescents as a result of 
Mttss Trauma in South Asian Region \ Important lessons can be drawn from these to invest for a 
better ftiture of these otherwise neglected children. The Children Living in Orphanages in 
Kashmir: An Exploration of Their Nurture, Nature and Needs' and 'Psychiatric Disorders 
Among Children Living in Orphanages' address the important issue of mental health, and 
related problems of children being reared up in the orphanages. They could serve few important 
guidelines for healthy upbringing ofthe orphans. 

For long, PTSD patients seeking treannent have been considered atypical of the 
population suffering from PTSD. This fact and many other characteristics of the PTSD patients 
seeking treatment have been discussed in Treatment Seeking Post Traumatic Stress Disorder 
Patient Population. 

Family Study of Adult PTSD Patients in South Asia tries to examine the family 
characteristics of PTSD patients, and lends an insight into tlie family attributes of tliis disorder. 


assess iismapniludc HI substnncc dependant patients ^ ‘-o-morbidily. and 

eastern soc;:;;^' '■ "r t V’*" ... 

siiwl, ^«V/ TnuwufUc Stress I)Lsonhr:A nriefReport'ansh scs a fewc isc- 

s^ud.es.^^^e^ennpat.cn.sw.lhPTSDpresent^^^ ^-safewcasc 

^''’'^"’^”'‘''<^^”’^'f^'‘-'<^«nnictsiiuationcanbctaxingforclinicians leadinetmr.vli.r/. i 

pmt uclivily. ultimately adversely afTccling boll, patient care and clinician welfare 4 SUtdv f 
Iturnnu, CUnidnm „s O, revivers i„ „ ClL.U Mas. TnamZ>,Z2nns ^ "l t 

assess iht,lc\ cIs of bumoiii aiiioM(! tliniciaiis working in lunnoil situations 

P fSD .1, r’*" ^ •'«' exposed to trauma develop 

. D the ihscrcpancy being attributed to genetic factors A Prelimmar)- Invcliaalum an 

. c immi Transpaner Oenc Regulator,’ Repion Polymorphism in Pnsttrauminic Stress 
the Xf d^Tl-bplilg p'l-sa '' 

p r ■ “fPTSD on the brain is hippocampal atro, , hv ■/( 

Preliminary MRI Sin, ly of Hippocampal Volume in Clironk Posltranmatie St'ress wLriler' 
» as a cotitrolled study to assess PTSD patients for such changes In the hippocampal volume 

Pir, huqir anil P.syehalherapisl: Their Rale in Psyeholanieal Inlers-enlion of 

|^Tod.empX'“ 

M . , lyevciopment Programme, 2005’ offers glimpses into the Fifth 

North India I G Developincnt Programme conducted for the first time in Kashmir. 

0* "'Ties for mental health professionals, the organizational 

de\elopmcnts at the global as well as South Asian region over the past year have been verv 
encouraging, as ts reflected under the title (Had Tldinps- Inception of Vibrant SAARC 

Psychiatric Federation under the pufronapeo/m, rid Psychiatric Association : Realization of 
a Lonf* C IterLshcd Dream •' 


An eyewitness' experience of the immediate plight of earthquake 2005 sur\ ivors is 
presentedm Devastating Earthquake: A First Hand Experience. ’ 

- . 's a collection of select photographs of various mental health 

activities in the field of disaster and trauma, including a section on the community' outreach 
activities in the disaster hit areas as well. 

Some related psychosocial, academic and research aspects have been reflected in 

Appendices. 

Working from a stigmatized hospital, with a primitive setup, without even basic 
amenities any form of research would sound like ajoke. Working relentlessly, with sincenty and 
perseverance against all odds, this supplement has become a reality, which in hindsight is highly 
satisfy ing. However, keeping in view the unavoidable limitations and restraints, shortcomings 
would be unavoidable. All your comments are solicited, in this behalf as they would be of 
immense help for ftiture guidance. 
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editorial 


POST TRAUMATIC STRESS DISORDER; 

SYNDROME OF THE WEST OR A HIDDEN DIAGNOSIS 

FOR THE REST 


PTSD consists of a complex from (he 

Considering the circumstantial evidence, a mere a - pQ^cxistent, or Ms prevalence is 

developing world does not justify ‘ ,i^^. ^isk of developing post disaster/ post 


;Xf:n;rrdi;bii^.;.;;n provisions and rnrder dev eloped infrasm.cuu. leadn., .o oe.ayeo ano 

writes -dre evidlnee Icld t.s to^ehev e that the nnpaet will be stagger, np, that 'o' - --7 “ 
emotional pain and snffering will be as large as the elTeet 

process of healing will have to be measured in tenns of generations, lather than > cai s X n . 

rihevriidityofPost Traumatic Stress Disorder(PTSD)asad.agnost.c^ 

cultures is waning with each passing day. PTSD. certainly, is not the only possible psycliologica 
^onse to traun^a but is one of the many psychiatric disorders that may arise m a minority of 
peodc following exposure to n auma. With increasing experience of mental health professionals 
m d^eaiing with\arious post disaster psychological consequences iii low-mconie countiics. 
propaganda against PTSD as an invented diagnosis for medicahsation of psychological disticss 

^Tlie'^comroversy and criticism that the diagnosis of PTSD has been constructed out of 
political ideas rather than psychiatric is ndt supported by any logical facts . On the contrary 
evidence is accumulating that posltraumatic stress disorder is a discrete nosological entil> s^th 
biochemical, neuroanatomical and phenomenological choraclerisrics that diHcrentialc it horn 

otlier major psychiatric disorders''. Like any other genuine diagnostic entity, post traumatic stress 

disorder does meet the requirements of the classification systems of facilitating coinnuinication 
between clinicians and researchers, promote research activity, encourage the dc\elopmenI ol 
specific treatments, provide information about prognosis, and allow ser\'icetobe developed 

Much of the controversy around PTSD has been based on indiscriminate use of the diagnosis 
in civil litigation in the West and the apparent growth of 'Trauma Industry there, as l^TSD is the 
only psychiatric disorder for which huge compensation can be paid . But all such aigumeiits ai e 
totally alien and irrelcv ant in our context; the ground realities are entirely difTerent here Majontv 
of such patients belonging to lower socioeconomic status, with inadequate treatment facilities, 
can desire and avail only the possible ‘luxury 'of a mental health professional consultation, which 
also occurs after an average period of 33 months after the onset of PTSD Arguments like the 
diagnosis is a legacy of the Amencan war in Vietnam and is a product of the post war foiHines of 
the conscripted men who served there" or "the profile of post traumatic stress disorder has risen 
spectacularly, and it has become the means by which people seek victim status and its associated 
moral high ground in pursuit of recognition and compensation. Once it becomes adv antageous to 
label trauma distress as a psychiatric condition, people will choose to present themselves as 
niedicalised victims, and join a kind of social movement trading, on the authorilv' of medical 
pronouncement in a variable trauma industry"'. This reasoning loses its meaning be>’ond the 
frontiers of America. The ground realities at least in the developing world are diametncally 
opposite. Two tliird of the South Asian region countries hav e no mental health programme or 
policy for their masses; there are no specialized veteran centers in the developing world, nor is 
any special financial compensation paid to the service personnel diagnosed as suffering fiom 
PTSD""'. 

Millions of children, women and elderly people after various disasters continue to be 
retraumatized for want of basic physical needs like proper shelter or securify. Merely because of 
skepticism expressed by a few individuals due to ignorance and denial, neglecting innumerable 
victims suffering from disabling post traumatic stress disorder recognized internationally, will 
not only be unethical but also criminal. Evidence is emerging that exposure to dreadful traumatic 
situations significantly increases the risk of developing PTSD. Over the years we have been 
reporting vanous aspects of presentation of PTSD in our setup*"'* . Tliat PTSD is a relevant 
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clinical construct in Indian Context, is also supported by a recent (2005 1 siurlv \ • 

mtemows W.O. 55 women traumatized by the riots irc^ ' ml^’m Marl 200^ ^'^ 
revealed that symptoms desenbed as charaeteristie feamres of PTSD in b.ltlf.ea c “ head 
were clearly expressed by these women and attributed by them to trauma” Another s lurv tl^rT 
a prehmmaty report, on m.t.al earthquake penod psychiatric morbidity in La 
showed a high prevalence of Acute PTSD” Similar observations about the presence of moT 
many other South Asian eountnes are also getting repotted''. Palestinian chiMreii exposiht w 
trauma showed a posttraumat.c stress reaction prevalence of 72 8%". Many Kuwlitil w 
reported suffenng from uijd.agnosed PTSD even after .5 years of Iraqi invasion ,n 1 990” Mo“i ^ 
he individuals sulTenng from PTSD do not seek professional intervenlion for then sym 
becauseof lack of awareness In a survey ofa national sample of 2975 adull palieiits nrunZ 
physic, alls m srael could detect PTSD only in 2% of patients who fulftlled die diagnosS.ra 
tor the disorder So far whatever has been reported on PTSD from India or nciehborin 
countries is restricted to case reports or. at the most patient population seeking beam ‘in 
various health care facilities The detection rate of PTSD m such sellings even in the US 1 
extremely low. cien among the population with a liigli incidence of trauma exposure ()„r iC 
community suney of the general population in Kashmir, has confinned a significant preva le 
of PTSD III the cmhaii adult population"' Another study proi ides relevant data on tnmnvv' 
experiences, with firing and explosions, war zone trauma, death of a close person nhvs i 
assaults, life tlirealening injury or illness, being among the commonest traumas expcnciiccd 
mass trauma situation in tins part of the world”, Tlie current prevalence of PTSD in the sin l" I 
sample population is 7.27»/o. and lifetime prevalence is 1 5 1 9%” Our liiidings pros ide evid- 

ofhigher prevalence of the disabling postlrauiiiatic stress disorder in politically disturbed areVs"^ r 
South Asia. 


Co morbid ps> cliiatric disorders especially depression and substance use related problems are 
the rule ratlier than exception, and may be the chief presenting complaint. This may be another 
significant factor responsible for masking the primary diagnosis of chronic PTSD in inaioniv of 

such cases. Considering the sequenceofits stages, PTSDbegins much after the occurrence ofihe 

e\ent; when the response does not settle, a progressiN e dysregulation of psychological and 

biological homeostasis leads to the development of PTSD. As a disorder of transition it resolves 

in 60% of subjects and the chronic fonn continues often for years. Tlie transition phase is of 

immense importance for ftiture course of events, being the cntical interaction penod between risk 
and protective factors. 

Undoubtedly some issues regarding the diagnosis and management of post traumatic stress 
disorder remain to be addressed even in USA’'. Besides, questions pertaining to optimal 
treatment dosages, duration ofmaintenance therapy need to be addressed. 

The current PTSD diagnosis mostly described the symptoms resulting from a short lived 
trauma and does not include the severe psychological hano that occurs with prolonged, repeated 
traumatizing situations for months and years. Tliese aspects are obviously more pertinent to us 
living in die developing world with inadequate professional manpower, under developed 
infrastructure, and meager resources on one hand and the more frequent natural calamities as well 
as continued man made traumatic situations of years or even decades duration in some areas on 
the other. Obliviousness to the status quo will geliis nowhere as every concerned individual has to 
contribute for early detection and proper management of the disorder. No doubt human behaviour 
occurs in the context of culture and community but this statement should not be stretched too far 
away through many in\ estigations to perpetuate confusion. A six page article titled ‘survivors of 
natural disasters and post traumatic stress disorder in the largest circulated medical journal of 
India. ‘Journal of the Indian Medical Association’, in one of its latest issues, in January 2006 
begins with the remarks. “PTSD is a sociopolitical diagnosis rather than a psychological entity”, 
continues with tlie comment. “In Latur. the study was done on 4376 quake affected patients, and it 
was found that 74% were having PTSD” and ends with the conclusion, “To conclude we can say 
that PTSD is not that common in our country, as it is in western countries, because of spiritual 
background and extraordinary support systems at all levels. The need is to try and adjust to the 
changed circumstances and equilibrium”*'. None of these generalized catagorical statements are 
supported with any reference or scientific source. Traumatic stress and its sequelae including 
stress related disorders are as real a problem for us*’’^. as for any other subject or group living in 
any part of the world, and demands in-depth research for our own solutions. This is undoubtedly 
a t^l order but something wortliwhile needs to be initiated to move forward to the goal of 
achieving socioculturally appropriate and clinically effective, preventive and therapeutic 
modalities to address the ever increasing burden of post disaster related problems in developing 
countries in general, and Asia in particular. 


S8 


JK-Practitionef2006;13(Suppl1) 


Tlie findings presented III this supplernenm^^^ markedly increased if clinicians 

detection rate of PTSD in ^ \cyc] of suspicion among patients widi 

panicularly. mental health professionals, i ^ ^ of exposure to a traumatic 

depression and functional disability, especia y disabling chronic PTSD will continue to 

event. If not, the majority of patients suffering „ing noticed the way they 

pass silently through the health care sen ice corridors, without ever gei g 

deservetobe. MudttaaA. Mareoob M.l ). 
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I»s>clK>logicnl impact ofiiny catastrophe, whether in 
the shape ofa natural calamity or a human caused disaster. 
L>i\ es rise to a number of stress related reactions and some 
psychiatric disorders at the individual level . It also leads to 
a ehant'e m previous and emerging social processes as well 
as shared behaviors of the whole community. Even 
iransgcncrational transmission of trauma has been 
suggested (Volkan200I) nic research data available so 
far. at least from the developing world including India has 
almost exclusively been restncled to investing all 
expertise and resources on certain fixated counseling 
training programmes, stre.ssing mainly on ‘class room' 
type psychosocial intenention models. Often widely 
publicized, these sporadic stage (satcllile) shows 
especially during the first few months ofa disaster get 
projected as a panacea, aimed at prov iding mental health 
care senices tlirough 'psychological care' by primary' 
health care personnel, paramedics and community level 
V olunteers after getting trained for a day or two All of us 
know that even in the most advanced countries like the 
USA and L>K. more than 50®o of individuals suffering 
from one of the commonest psychiatric disorders i.e. 
depression are neither diagnosed nor treated by their 
pnmaiy care {family) physicians. This is happening in 
spite of the most ambitious public/profcssional. 
educational campaigning 'Defeat Depression Programme 
l‘)92*96' by Royal College of Psychiatrists in 
collaboration with Roval CollciicofOeneral Physicians in 
Its .‘^0-ycar-old history A similar Programme D/.ART 
(Depression Awareness and Treatment Programme) in 
US.A as well as our own efforts through "Defeat 
Depression Programme" from 1998-2003 in Kashmir has 
also not produced results much different than the above 
Our comments should however not he interpreted as 
advocating against 'Psychost^ial support’ to deal with 
disaster stressors, Edtication on the likely presentations of 
psychiatric disorders to primary care physicians, i.e., 
somatization, grief reactions, depressive symptomatology' 
following violence, spouse and child abuse can go a long 
way to achieve the objectives of post disaster recovery' 
Similarly the role of community level volunteers and the 
key persons in facilitaiingthe process is unquestioned. But 
the point being emphasized here is that the potential 
psychiatric morbidity of the disaster community also 
needs to be considered and pure professional mental 
health care services made available to the disaster 
community as per their needs. Othenvise it is doubtftil 
whether ail the remaining activities in the name of 
psychosocial intervention can achieve complete recovery 
and limit disability ofthe disaster hit population especially 
those who suffer from those fully evolved psychiatric 
disorders with a potential to persist for decades following 
a disaster. Tlicrefore, it becomes necessary to evolve 
means and methods of integrating community' psycliiatric 


consultation and psychosocial intervention in such a wav 
that one becomes complementary to the other flus w*,l| 
facihiale the process of problems getting addressed 
according to the real needs rather than a mere repetition of 
prcconcoiv ed set of psychosocial protocols It becomes 
turthcr clear if seen in the context ofthe four phases of 
disaster responses as identified by Cohen and colleagues 
(1987). Most ofthe disaster situations in the countiy- as 
well as our own ohsen ations in the mass trauma situation 
ol more than 1 5yrs .one year post-snovvstonn disaster 
period and now at llie earthquake impacted areas for last 
four months, the psychosocial interventions arc usuallv 
made available during first {immediately following 
disaster) and second (from a week to several months) pos'i 
disaster phase, when in addition to rescue personnel 
relatives, friends and neighbors try- to licav ily support the 
victims .all sorts of assistance also flows in from the 
agencies external to the community. Unfortunately the 
slogans and shows end here and hardly any sustained 
psychosocial help is made available to the survivors 
during either third phase (up to lyr) which is marked by 
disappointments and resentment, when aid and restoration 
are not made, nor during the final phase (may last for 
years) when survivors are struggling to make houses and 
find work. During the third phase the strong sense of 
community usually weakens as individuals focus on their 
persona! concerns, and during the final plia.se the 
resolution of the initial psychological and somatic 
symptoms is required to recover psychologically from a 
disaster. As is clear from this the psychological 
iiiten enlions during these stages means to help addressing 
these issues rather than asking llie survivors only to 
continue vvitli 'taking deep breailis' and 'clenching the fists 
altcnialely'. or more commonly abandoning these victims 
completely. Even in the first and second post disaster 
phases, the psychosocial care providers need to be made to 
understand that as noted by Kingston and Rosser, in times 
of disaster "the most important aspect of psychological 
care is the social provision of the physical care, i.e, 
physical care is psychological care and this is the prime 
and essential function of relief organization during the 
initial disaster period". Moreover conventional wisdom 
based psychological measures at this stage, like 
immediate psychological help to assist the sufferers to 
’ventilate’ tJieir feelings etc. can lead the surv'ivors 
nowhere. Such attempts of psychosocial help have been 
challenged recently. More than a dozen controlled trials 
have shown conclusively that such immediate 
psychological debriefings do not work, rather worse, that 
receiving such counseling actually increased the 
likelihood of later psychological problems "whereas 
immediate post trauma counseling may reassure the rest ol 
us that something is being done, it does not actually help 
those who receive it" laments Wasley, the autlior of this 
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„iiiclc(NEJM. 2005.6,353:548-550). , 

vever if psychosocial interventions are provided 
nfte” Nearly understanding the essence, role and 
li litations of such measures, they can be ol real help in 
Sessing most aspects of 'nonnal reactions non 
nathological psychological/emolional reactions) to 
!^bnonnal situations' (disasters etc). Otherwise, much can 
not be expected from attempts to merely copy them m non- 
westem Ltintries. without subjecting such measures to 
any longitudinal scientific scrutiny on ground ref'it cs 
ditreiunfnot only because of sociocultural milieu but also 
nonavailability of trained manpower, infrastructure, ack 
of education and poor socioeconomic status, as well as 
different resilience and coping strategies. Morcoter the 
condition in Kashmir is defitiitely dtflereiit not only firrm 
tlie west but even from other disaster sites of the countiy- 
like Bhopal (Decl984). Bhuj (Jan2001), Tsunami 

rDec2004) elc. Based on oiirobscrvaiionsofpasl 15years 

in iniiUiple roles including association willi vanous 
eON eminental and non- governmental organizattons as tlie 
local expert which includes most of the mtemational, 
national and local organizations working here in the area 
of mental health care, one finding that has made itself 
starkly clear again and again is that, in addressing the 
‘normal reactions to abnoniial situations’ as the exclusive 
psychosocial inter\'entions paradigm, all the abnonnal 
reactions (psychiatric disorders including stress related 
disorders) to abnonnal situations usually become the first 
casualt>'. Statements like ’It is important not to present 
emotional needs as deviance, as this approach won d 
stigmatize individuals and lead to denial for help probably 
has got so much concretized while importing it troin the 
west that not only do the community level volunteers 
avoid talking about ’psychiatric disorders' m their own 
right, but even paramedics and primaiy care physicians 
are not getting sensitized to identifying these sufferers. 
This is also clear from the absence of increase in referral to 
various psychiatric services by the psychosocial 
caregivers in contrast to the ever-increasing number ot 
cases referred by earlier treated patients and spiritual/ faith 
healers and urban area medical professionals, though 
many of such cases report having been through the 
'Psycliosocial interv entions' by \ arious organizations and 
individuals for montlis. Another reason for not getting the 
desired results is the approach that, since psychiatric 
morbidity may not be universal, tlierefore 'Psychosocial 
intervention' through proven and unproven methods of 
help get projected as the most appropriate answer to all the 
mental health problems arising after a disaster. Instead, 
what is needed is that all such efforts be focused on the 
main objective of facilitating a process of reaching all 
underserved traumatized disaster survivors whether with 
psychosocial problems or a diagnosable distressing 
psychiatric disorder. A little ftirther objective analysis of 
the above observations makes it amply clear that all people 
and organizations involved in rendering their dedicated 
services in disaster areas are sincerely tiying to ameliorate 
the psychological distress of suffering survivors, and need 
to be appreciated for their noble efforts. But, at the same 
time a better imderslanding into the whole dynamics of 
post disaster psychological consequences need to be 
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persons lo ;_„jj„emcnt, in addition to carrying 

proper guidance for ^ - ,hc distressed 

individuals in a ‘‘'TtUlumrilrbidily as m 

' ri rtfhrr*; bcforc the earthquake natural disaster 
su^f vers i e. Maratliwada and Blinj earthquakes or 
Onssa cyclones, s.ndied India has already -ff-- ” , 
a orolonged period, a wide variety of traumatizing 
Losers of wir zone or chronic conHict related trauma 
which arc likely to adversely effect psyehosoeia 
fiinctioning in a number of ways. As indicated b> ou 
published data, as well as from our clinical experience, 
prevailing sociopolitical situation over the years in 
Lshmir. had already led to a phenomenal 
psychiatric morbidity before the earthquake. This has 
Enormously increased the mental health care needs ol the 
population in general and earthquake disastei viUiins in 

particular as tlicy are living in areas 

icirain without any psychiatnc service facility availab e 
anywhere in their districts. Of the many people exposed o 
a disaster stress, although only a minority ultimately 
develops full-blown psychiatnc disorders, a sigmliean 
proportion of population also sorters trom a dissatishecl 
life on account of unrecognized subsyndroinal psychiaii ic 
problems and various psychosocial problems and post 
disaster adjustinenl difficulties. Tlierefore. psychiatrists 
have to use a wide spectrum of skills in providing care to 
disaster victims. Overall psychiatric interxention after a 
disaster lias to be based on the princq^les of preventive 
medicine and includes community consultations and 
outreach programme with the goals idenfifying high ns 
groups, promoting community recovery and minimizing 

social disruption (Ursanoetal 1995), 

One of the basic tasks in assessing the mental 
morbidity is firmly establishing the presence of specific 
symptoms of a disorder in accordance willi the criteria 
defined by a particular diagnostic system. By using the 
epidemiological training as well as the traditional skills of 
diagnosis, treatment and consultation, psychiatrists can 
significantly contribute to the primary prevention of 
psychopathology. An understanding ot the predictive 
structure and the course of the behavioral and 
psychosocial responses following a disaster can facilitate 
this process (Breslau et al 1991). Besides PTSD. Major 
depression, substance abuse, generalized anxiety disorder 
and adjustment disorder have been diagnosed in 
individuals exposed to disaster (Goldberg et.al 1990; 
Margoob et.al. 1995.1996). Moreover absence of 
immediate symptoms following exposure to a disaster is 
not necessarily predictive of long-tenu positive 
adjustment. Depending on a variety of factors including 
personal and cultural characteristics, orientation towards 

Sn 


processes olso lead to fonnalion of adolescent eanus -.n 
acute phase of shared trauma, that get heavily involved ^ 
mme that essentially had been non existent in the soe,!. 

The pattern has been earlier reported from Kuwait Tihl ' 

Georgia, Annenia''andmanyothercountrics 

The interaction at the interface of society, technol„„v 
and env.rontnent tn developing countries essent alK 
detennines the outcome of disasters", Tliere ,s a need ! 
frame a timely and well-framed policy to solve dir,, ! 
related problems Raising the awareness regardinu it. 
coping mechanisms for disasters especially a, placet hke 
Kashmir , should he given a top priority for measures „f 
post disaster recovery It is necessary to sensL 
policymakers, administrators as well as other concenu-a 
people to manage disasters atid support sitnivors 
Attention needs to be paid to higher risk groups \Z 
women, children and elderly. Strong policy suppot, and 
guidance mechanisms are a must to see the disasit 
programmes effective and fully meaningful Disa t 
myths, as also pointed out by Goyet" in a lucid write-un i., 
Lancet , need to be stopped forthwith. Mental health i I 
service providers including non-governmen 
organizations working m this field need to be educated an, 
tipdated about" the need for early treatment a , d 
idcnlification of the most vulnerable for scrio.^. 
psychiatnc consequences is needed, so that guidelines on 
be established and annors about popular, untested or eve 
hannful treatments can be quelled'’. 


tfoumotic stress 

coping with post disaster stresses and painful emotions as 
well as tile efficacy and adequacy of rescue, relief, 
rehabilitation and reconstniction operations, which will 
shape responses of the population to the Kashmir 
earthquake. 

Psychosocial sequelae of different disasters may look 
similar, but it is not so. A comparison between Armenians 
traumatized in the ethnic conflict between Armenians and 
Azerbaijanis during the same year revealed that afler 18 
months and again afler 54months, no signifleant 
differences were obsericd in the severity, profile and 
course of PTSD be^veen subjects exposed to severe 
earthquake trauma \ crsus the patients exposed to severe 
trauma. Going only by the apparent symptoms can 
unfortunately be ciToncous because hidden individual 
psychological process and societal processes following a 
natural disaster ultimately tend to accept the event as fate 
or the will of God (Lifton), In case of war or conflict 
traiuna a different cognitive picture of an identifiable 
enemy group deliberately inflicting pain, suffering and 
helplessness on its victims gives rise to totally different 
coping mechanisms, resilience and risk profile of the 
sun ivors. Disasters deliberately caused by others can lead 
to shifts in societal conventions and processes including 
an increased sense of rage and entitlement to revenge 
when mourning loss, or reversal of feelings of 
helplessness and humiliation. Trauma can get passed on to 
the next generation as a result of parents getting adversely 
affected by the humiliation and torture of 'others’ in a 
conflict situation. Besides other maladaptive societal 
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Caught in a situation of escalating conflict on one 

hand and natural calamities on the other. 

when death is the truth and life an illusion , the loss 
will be measured in terms of generations, rather 
than years 
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Trauma is an ineviiable pad of human existence, especially in a conflict situation This fact assumes even 
greater impodance in the light of the fact that trauma could play a key role in the genesis of various psychiatric 
problems With this impression a community based survey, asessing the prevalence of traumatic events was 
undertaken in Ka<»hmir province The study was conducted in four districts of Kashmir province on adult subjccis 
The subjects were assessed using a checklist of l.> possible traumatic events, drawn from other major 
epidemiological studies Evaluation yielded a lifetime prevalence of traumatic events of 58 69 % (males = 59 5 1 % 
females = 57 39%). with llring and explosions being the commonest traumatic events encountered (81 37%) 
Impodanily, the trauma exposure rates in males and females were similar, holding significanccin viewof the Slate 
ofchronic conflict prevalent here (JK-Practltioncr2006;13(Siippl l):SI4-SI7 

heynords : Traiimn,conflict,(rnumntic events, psychiatric problems. 


IntroducHon 

A substantial body of literature docum^ts that 
individuals experience traumatic events far more 
commonly than previously believed. Epidemiological 
studies carried out in U.S.A. estimate that between 36- 
8 1% of general population experience a traumatic event at 
some times in their lives' Other studies estimate a 
lifetime prevalence of traumatic exposure of 40-80% in 
adults" ; In Australia. Rosenman found that 57% of 
general population sample of adults (18 years and older) 
reported a positive life history ofexperiencing one or more 
traumas . Tlie National Comorbidify Survey in America 
estimated the lifetime exposure to any trauma among tnen 
and women at 60.7% and 5 1 . 2 % respectively*. Similarly, 
the Austral ian National Mental Health Survey reported the 
lifetime exposure to trauma among men and women at 
64.6% and 49.5% respectively*. 

Awareness of the role of psychological trauma in the 
causation of various psychiatric problems has waxed and 
waned throughout the history of psychiatry'. It has been 
known that patliological stress response syndromes can 
result from exposure to war, sexual assault and other types 
of trauma’. DSM III adopted the definition of traumatic 
event as “stressor that would be markedly distressing to 
almost anyone’'^. Later on DSM IV added a further 
dimension by introducing (he stressor criterion “the person 
experienced, witnessed or was confronted with an event 
that involved actual or threatened death or serious injury or 
a threat to the physical integrity of self or others” and “the 
person ”s response involved intense fear, helplessness or 
horror . 
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Traumatic events and the way people cope with them 
have a cnicial role in development of Postiraumatic stress 
disorder (PfSD)', major depressive disorder (MDD)" 
generalized anxiety disorder (GAD)", somatization", ami 
dissociative disorder'v 

As a result of data provided by National Comorbidity 
Survey (Kessler et al. 1995) the Detriot Area Survey 
(Breslau el al)'*, the National Women's Study (Resnick el 
al. 1993)'. and other large scale epidemiological studies in 
U.S.A.'*” and Australia (Creamer et al. 2001)'' 
knowledge of the prevalence of trauma and Posltraumaiic 
stress disorder (PTSD) is now extensive from developed 
countries, especially U.S.A. and Australia, Despite the 
quality of work that has been conducted in recent years 
our understanding of the epidemiology of trauma is not 
without limitations. Distinctly marked is the absence of 
international representatives in the research base as a 
whole'*'. 

Only few epidemiological studies on trauma or PTSD 
in general populations have emerged from poor and 
economically developing countries”, although some 
recent research has began to improve our understanding of 
trauma in poor, war tom countries". 

Wars, natural catastrophes and other disasters affect 
large population in different parts of the world. The 
exposure to the traumatic events is particularly high and 
rises manifold when the fight takes the fonn of guerrilla 
warfare, which extends for a long time. These man made 
disasters result in great loss of property and enonnous 
deatli and destruction among the population. Data reveals 
that in the prevailing conflict situation over the past fifteen 
years in Kashmir, there has been a phenomenal increase in 
psychiatric morbidity, including stress related disorders". 
Keeping in view all these facts the need to assess the 
occurrence and pattern of traumatic events, as contributory 
factors in tlie causation or precipitation of various 
psychiatric disorders including stress related disorders in 
the community, is of foremost importance. In keeping with 
the above-mentioned factors we conducted a study to find 
out the prevalence of traumatic events in the general 
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population, in a clironic conflict silnalion from Uie 
(lev eloping 'vorld. 

Methods: 

Tlie sun ey was carried out in four districts, comprising 
a population of 4 197268 individuals, in Kashmir valley 
of Jatumu & Kashmir State (India). A total of ten 
villages from each district were taken for the study, with 
appropriate urban area representation. The areas hav^e 
been delineated as per the latest census report of 200 1 . 
All the individuals included in the study were above 1 8 
years of age. A sample of 300 individuals from each 
district with a total of 1 200 were selected. The study was 
carried out from March 2004 to September 2005 
DaUt Collection Procedure: 

a. Working Team: It comprised of a team of trained^ 
trainee psychiatrists led by the first author. 

b. Area Selection: The working team identi fied the 
geographical areas for cann ing out the sun-ey. Tliis 
siin cy was carried out in four districts of Kashmir 
valley namely Srinagar. Anantnag, Baramulla and 
Pulwama. Areas were delineated as per the latest 
census report 2001 A total of ten villages from 
each district were taken with appropriate urban area 
representation. 

c. Population: All the individuals included in the study 
were more than 1 8 years of age Permanent residents 
of the area domicile for more than 2 years were 
taken: lemporar>’ visitors to the area were excluded. 

d. Instruments: Respondents were asked 1 3 possible 
traumatic events drawn from other ititijor 
epidemiological studies. These were designed to 
include events commonly reported in most 
populations and to be consistent with stressors 
identified in the revised edition and the fourth 
edition of the Diagnostic and Statistical Manual of 
Mental Disorders (DSM III - R and DSM (V)’-'. In 

' each case of traumatic event we asked if the trauma 
had happened.was witnessed, learned about, not 
sure, or does not apply, to the subjects interviewed 
and only those events were taken which had been 
severe in intensity, as per DSM IV laid down 
criteria. The 13 events asked for were: (i) Natural 
Disasters (e.g. floods, earthquake, landslide, 
avalanche, snowstorm etc.) (ii) Fire or Explosion 
(iii) Transportation Accident (e.g. motor vehicle 
accident, boat accident, plane crash etc. ) (i v) Serious 
Accident other than transport (e.g. accident at work 
place, recreational activity etc.) (v) Exposure to 
toxic substances (vi) Physical assault (e g. being 
short, stabbed, tlireatened with knife, gun etc.) (vii) 
Sexual Assault (e.g. rape, attempted rape, made to 
perform any type of sexual act through force or 
threat or harm) (viii) Other unwanted or 
uncomfortable sexual experience (ix) Combat or 
exposure to war zone (e.g. in military or as civilian) 
(x) Life threatening illness or injury (xi) Severe 
human suffering (xii) Sudden violent death (e.g. 
homicide, suicide) (xiii) Sudden unexpected death 
of someone close. 

Results: 

Sample: 

JK-Pfacti{ionef2006: 13(Suppl1 ) 


ifnurriQtic slress 

A total number of 1200 people were selected for the 
sludv. but only 671 consented to participate tind 
ineluded 61.84% (n=4l5) males and 38.15% (n-256) 

were female. 

Mean age o t o 

Mean age for the whole sample was 38 28 years 

(n=671 ) while as it was 37.93 years for males and 38.84 

years for females. 

Prevalence of Trauma 

The total lifetime prevalence for any traumatic 
experience was 58.69%. It was 59.51% in males and 

57.39%in females. , 


Gender 

Number of 
subjects 

%0f 

subjects 

Mean Age 

Prevalence of 
Trauma (%) 

MALE 

415 

61.84 

37.93 

59.51 

FEMALE 

256 

38.15 

38.84 

57.39 

Total 

671 

100 

38.28 

58.69% 


Prevalence ofdlffercnt Traumatic events: 

The highest prevalence for any traumatic event (table 
2). was for fire or explosion 81.37%, accounting for 
82.4% in males and 79.68% in females. Following this 
the next most common traiunatic e\’ent was combat or 
exposure to war zone, which was 73.23%, accounting to 
75.18% in males and 70.31% in females. The lifetime 
prevalence for exposure to natural disaster for males 
was 15.80% and 14.01% in females with an overall 
prevalence of 13.56%. Least common type of trauma 
reported was sexual assault in males i.e. 6.5% while as it 
was 12.1% in females and 8.64% overall. Other 
unwanted or uncomfortable sexual experience 
accounted for 6.26% in males and 10.93% In females 
with total prevalence of 8. 04%. 

Table 2 


TRAUMA 

MALE 

FEMALE 

TOTAL 

Combat or Exposure To 

(%) 

(%) 

(•/.) 

War Zone 

76.18 

70.31 

73.32 

Firing or Explosions 

82.4 

79.68 

81.37 

Life Ihreatninglnjury or Illness 

Natural Disasler^eg Landslide, 

40.72 

35.93 

38.89 

Avalanche, Snowstorm.Earthqudke) 
Physical Assaul((eg being shot. 

15.8 

14,01 

13 56 

stabbed, threatned) 
SeriousAccidents, OlherThan 

53.97 

32.42 

51,71 

Transport 

22.16 

15.23 

19.52 

Severe Human Suffering 

Sexual Assaull(egrape,attempted 

41.92 

33.59 

40.08 

rape,etc} 

oiher Unwanted orUncomfortable 

6.5 

121 

8.64 

Sexual Experiences 

Sudden Death of Someone else 

6.26 

1093 

8 04 

Close to You 

Sudden Violent Death 

45.3 

35 54 

5411 

(suidde/homicide) 

24.46 

2812 

27.17 

Transport Acddenls 

39.27 

15.23 

301 

Exposure To Toxic Substances 

13,97 

585 

10,87 


Discussion: 

Our study pro\ ides the first community -based estimates 
of trauma exposure in South Asia based on the experience 
of trauma exposure in a sample of 6 1 7 subjects from four 
districts of Kaslimir valley, representing both urban and 
rural areas. This study revealed very high prevalence of 
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iniuma exposure in general population. Half of the selected 
subjects opted out of the study due to pre\ailing socio- 
political reasons, who if included might have projected 
even higher rates. 

Lifetime prevalence for any traumatic experience was 
59 51% in males and 57.39% in females, with the 
pre\ alence only about 2% more in males than females In 
contrast with the findings by Kessler et al 1995 from 
National Co morbidity Sm ey. were it was 60.7% for Men 
and 5 1 2®o for women'. The types of trauma experienced 
b> the largest proportion of people was firing or explosion 
(82 4®b in men and 79.68“o in women) followed by 
exposure to combat or war zone (75,18% in men and 
70,3 1 ®/o in women). Tliese two types of trauma fonned the 
largest group of traumatic cNcnts experienced by the 
people. As the number of males and females exposed to 
trauma are equal this may explain the reason for almost 
similar lifetime prevalence of any traumatic event in both 
males and females, which is explained by the fact that the 
study has been conducted in a chronic conflict area, with 
mass trauma exposure of the wliole communitv’, in contrast 
to the sample of National Co morbidity Surv ey ' w Inch was 
done in a population were this type of trauma was almost 
absent 

A significantly higher proportion of men than w’omen 
reported expenencmg events like transportation accidents 
(males 39.27% and females 15.23%), other serious 


accidents (22.16% in males and 15.23% in females) and 
physical assault like being shot, stabbed or threatenort 

(53.97%inmalesand32.42%infcmalcs). 

A significantly higher proportion of females reported 
expenencmg sexual assault ( 1 2 1 % in females and 6 5% j 
males) and other unwanted sexual experience (10 93 ®/ i,, 
females and 6.26% in males) which may still be an under 
representation of such events, because of under reponinu 
due to socio-cultural factors^^ The prevalence of exposure 

and females 

(15.80% in males and 14,01% in females) which is 
accordance with the findings of Norris 1992 who found 
li fetime exposure to disastcrof 1 .3%^ 

Commonly, studies have revealed that while trauma is a 
common cxpcncnce. the development of posttraumatic 
stress disorder is not' . The lifetime prevalence of PTSD m 
National Co morbidity Survey (Kessler et al 1995 ) ' was 
7.8% where as our study revealed a lifetime prevalence nf 
15.9% PTSD in community". Tin's may be due to the fact 
that our study has been conducted in a conflict area m 
contrast to Norris et al and Kessler et al. who conducted 
studies m peace zone prior to September 1 1 . 200 1 A study 
by Somasundaram 1994 in Sri Lanka, another chronic 
conflict zone, found 27% prevalence of PTSD, but he 
assessed people only exposed to combat which might be a 
confounding factor". 
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COMMUNITY PREVALENCE OF ADULT POST TRAUMATIC STRE^ 
DISORDER IN SOUTH ASIA: EXPERIENCE FROM KASHMIR 

Mushtaq A. Margoob. M.D. , Shiekh Ajaz Ahmad, MBBS 

PTSD is one of ihc many responses of Irauma Previously believed by many to be prevalent only in 
the west, it has recently been understood to be of worldwide occurrence. Little, however, has so far 
been documented about PTSD from the developing world A community study was undertaken 

aimingatevaluationofthepresencc and magnitude ofadult PTSD in a region from South Asia 

The survey was done in all the 6 districts of Kashmir, selecting a total of 2391 adult subjects 
randomly They were assessed using DSM IV based MINI neuropsychialric interview Assessment 
yielded a current PTSD rate of 7 27% and lifetime PTSD rate of 15 19% Importantly the rates in 
males and females were comparable The implications of such high rates and possible 
interventional strategics are discussed (JK-Prac(itioncr2006:l3(Supplt):SlS-S2S 

Keywords : PTSD, developing world, community, prevnience.mnss Irnumn. 


Introducrion 

Tlie liuinan race has progressed with passing ages, but 
not without a cost. Each era ofde\ elopinent has seen man 
being burdened with stresses and traumas, and 
consequently their reperctissions. The realization that 
traumas of vary'ing nature have a inetital connotation, 
rather than only physical, may ha\e added a shade to the 
meaning of the icnn. The study of trauma related 
psycliialric disorders is nai\'e. with attempts having begun 
long back .but it is not till recently that the effects of trauma 
on human psyche has begun to be clearly understood. 

The theory , that trauma can affect the human mind and 
present with a peculiarity, has sailed itself out of doldnims 
of ‘Railway spine'. ‘Hysteria* and ‘Compensation 
Neurosis', into a still e\ olving. and challenged, but a well- 
described entity of PTSD. The objectivity of PTSD has 
been described by the DSM system of classification'. Till 
recent past, the knowledge about PTSD relied almost 
entirely on the data based on studies of war veterans and 
disasiervictiins'. 

Although, following tlie inclusion of e\cn natural but 
sudden and unexpected dcatli of a lo\ed one in tlie 
traumatic event list, and the introduction of a subjective 
response component of intense fear, helplessness and 
horror in its definition. DSM IN’ has widened the scope of 
PTSD epidemiology, but still only a small number of 
studies ha\ e been conducted so far. Such studies not only 
provide the pre\aIcnceofPTSD in the general population, 
but also its distribution across different subgroups, as well 
as help identifying predisposing risk factors and the 
natural history’ of impact of traiuna related disorders’'^ In 
various general population studies from the developed 
world. I ?-24®-o of people exposed to traumatic events have 
been reported to develop PTSD '. 

Careful definition of the stressor cnienon of a 
traumatic e\ent has provided a benchmark for 
epidemiological research National Coinorbidity SurNcy 
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(NCS) of the USA" reported that more than 50% ofadult 
community have been exposed to such traumatic events a 

finding that challengesihe original notion that these events 

are outside the range of usual liuman experience 
Community based sui^ey showed PTSD to be the 
commonest anxiety disorder", with a lifetime prevalence 
of 8%'’in adults, and female; male prevalence ratioof2 )’ 

The Epidemiological Catclunent Area (ECA) survey 
one of the largest in the field of psychiatry', was carried out 
in three different regions of the USA, with patients from 
different communities, reflecting prevalence and potency 
of diflerenl traumas. The St. Louis study done in two 
waves revealed lifetime prevalence of PTSD at 0,5% in 
malesand 1 ,3% in females in general population, and rates 
being 15% in males and 10% in females, in populations 
subjected to trauma’. The North Carolina site study 
revealed lifetime prevalence of 1.3 %‘, Xhg 
Detroit/Michigan site study revealed lifetime trauma 
exposure of 39.! %, with 23.6% of the exposed 
progressing to PTSD, yielding a lifetime prevalence of 
PTSD at 9.2 %\ Although the USA studies have reported a 
prevalence rate of 25®/o to 80®o of irauma. among some of 
its population subgroups, only a fraction of them develoD 
PTSD'' 

In a study conducted via telephonic interview, using 
DSM-IV PTSD check-list on 1002 subjects, in mid-sized 
Midwestern Canadian city’. 2.7% females and 1.2% males 
were diagnosed full PTSD. while 3.4% females and 0.3‘^'o 
males showed partial PTSD (A fewer than required DSM 
IV criterion C or criterion D symptoms.)". 

In another study on earthquake victims in two villages 
in China at different distances from the epicenter, using 
both DSM IV & DSM IIIR criteria, it was found that the 
village with high level of initial exposure to earthquakes, 
and a iiigh level of post quake support had less frequency 
of PTSD (19.8”/o. at 9 months), dian the village with a 
lower level of initial exposure and less post quake support 
(30.3% at 9 months)‘\ 

In a community sample of adolescents, the liferiine 
prev alence of PTSD was reported as 6.3®/o " 

Another important source of knowledge about PTSD 
prevalence and trends has been tlie war veteran group 
studies from the USA. In National Vietnam Readjustment 
study' , 1 5% males active in war operations had a current 
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coisode of PTSD and 11% had a partial PTSD, in 
comparison to 3% prevalence in the same era Vetermis 
who did not serve in South East Asian Region (SEAR). 
anH 1% prevalence in civilian controls. The same study 
nuts tlie lifetime prevalence of PTSD at 30.9%for males 
26% for females Another study noted a prevalence 
of 1 5% among Vietnam veterans, 20yrs after war' A very 
high prevalence rate (50%-70%) of F^SD has been 
reported among the Prisoners of War'" with 40 year 
orospective study on World War II (WW2) victims 
revealing rates of 47% and 50%, in males and females 
respectively Studies have also revealed a 20% to 40% 
PTSD rates following terror attacks^””. Tlie prevalence 
studies in resettled refugees, especially in SEAR*' 
furnished rates of >50%. Pertinently, 65% of Bosnian 
refugees resettled in USA suffered from PTSD, while 
72.8% of Palestinian children exposed to war trauma 

experienced PTSD^' . 

Majority of a small number of studies available so far 
from the developing world are mostly based on clinical 
samples, which represent only a small fraction ofthe total 
population with this disorder. Recently, however, some 
reports based on community prevalence have started 
emerging. A general population study carried out by 
Somasundaram, el at (1991) in war affected areas of 
Srilanka, in the age ^oup of >15 yrs, revealed that 
approximately 50% subjects had experienced be^veen 5-9 
war stresses, and only 6% had not experienced any. 64% of 
the population had developed psychosocial sequelae, 
including somatization (4 1 %). PTSD (27%), other anxiety 
disorders (26%). MDD (25%), and other Including 
Substance Abuse and Personality problems’*. 

Following the devastating Tsunami, Norris in January 
2005 reviewed the empirical research on the psychosocial 
consequences of natural disasters in developing 
countries*'. Out of a total of 52,06 1 individuals from 1 2 1 
distinct samples from 62 different natural disasters around 
the world, it was observ'ed that 37(31%) resided in 
developing countries. 89% of the developing country 
samples after natural disasters exhibited specific 
ps>'chological problems, and 81% of the sample had 
PTSD*'". 

Not much published or detailed study material has so 
far been available from India, except a few national and 


international conference presentations’* '' This extreme 
paucity of scientific literature was also clearly reflected in 
the presidential address at 56"'-Annual National 
Conference of Indian Psychiatric Society in 2004. The 
president, referring to tliis subject noted “The published 
Indian data in this area is dismally minimar'”.A brief 
study on victims of a bomb blast in a bus, by Gautam et. al, 
reported 35.4% psychiatric morbidity at day 3. and 29.3% 
after 2 weeks. After 2 weeks the most common ICD-10 
psychiatric diagnosis reported was PTSD (12.9%), 
followed by depression (9.6%), and dissociative amnesia 
(6.4%)”. Another preliminary study on initial post 
earthquake period psychiatric morbidity reported a 
prevalence of 23% of PTSD in 56 subjects studied”. Some 
research reports on various disasters in India, if followed 
up with scientific zeal can also pave away for availability 
ofvaluable scientific data in this important area’*^”. 
JK-Practitionef2006:13(Suppl1) 


Jammi. and Kashmir has been w.lncssnig a continuous 
mass trauma situation for more than 15 years, with 
thousands of people dead, maimed and mutilated, many 
missing or confined, thousands of children orphaned, and 
women widowed, a colossal damage to the property, and a 
damage to the cultural etlios including en-massc migration 
ofa minority community. The amount of trauma mcuiTed, 
hence, remains anything but hard to imagine The fuiy 
unleashed by natural disasters (snowstorm and 
earthquakes to recount a few) during the same lime cannot 

be undermined either. , r i 

Patient population based studies conducted so tar have 
clearly testified to the fact that a majority of people living 
in Kashmir are suffering from psychological problems 
and a significant segment of population have dc\ cloped 
some kind of mental disorder, be it depression '. trauma 
related disorders"” or substance abuse' ”, to name a few 
Mental disorders both in men and women ha\ e shown an 
alarming increase, when compared to a yearly average of 
1200-1400 patients seeking treatment during 1980’s'''. In 
year 1990 about 1700 patients visited Kashmir’s sole 
psychiatric ser\'ices of the department, but in year 2002 
the number had gone up to 48000. By December of2004. 
62000 patients had already visited the psychiatric ser\ ices 
ofthe department”. The studies based on these patients 
found women and children to be the worst hit” ’ ' . PTSD 
was a rather unknown diagnosis in pre-90s era'' but a 
sizeable number of outpatient cases were foimd suffering 
from it, besides depressive disorders". Ihcse patient 
population based figures are just the tip of the iceberg, 
whose chunk remains buried in the society, held by social 
ostracism associated with visiting mental healthcare 
persons or sendees. Working under such circumstances, 
with inadequate manpower and infrastructure, in these 
trying times created a unique learning experience for 
medical professionals. This was particularly tnie for the 
handful of mental health professionals who. following the 
mysterious fire which gutted almost the whole structure of 
the only psychiatric diseases hospital of Kashmir in the 
mid 90’s, had to render ser\'ices for years to an ever 
increasing number of emotionally disturbed masses from 
a petty 6 x 9 ft trench type room. 

Researchers, even in USA are still debating about the 
extent of the problem of post traumatic stress disorders 
among their population'. Existing international scientific 
data suggest that the prevalence, clinical profile and risk 
factors for PTSD in the community can not be accurately 
described on the basis of the patient population seeking 
treatment, as tliey are rather atypical of the total 
population with the illness” and represent only a small 
fraction of the disorder*. The present study was thc.wtVre 
undertaken with the main objecti\e of studying the 
prevalence of posttraumatic stress disorders in the 
community, in an area of the developing world that has 
witnessed both man made (chronic conflict situation) and 
natural disasters for quite sometime now. 'Tins is the only 
way to enable the society to analyse the dimensions of 
trauma in its real perspecti\'e, as well as to understand 
related problems, its risk and resilience parameters, for 
focusing on better coping strategies. This should also 
facilitate the work of sen ice policy planners and health 
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administrators to center their attention on the need to 
develop various sei^ ice modules built on firm evidence 
based scientific foundations. 

Materials and Methods 
Sample: 

All the individuals included in the study were above 1 8 
yrs ofage. A sample of 500 indi\ iduals from each district, 
with a total sample of 3000 was selected. Tlie study was 
accomplished between Scpleml>er 2003 and August 2005. 
Data C olleclion Procedure 

a) W orking Team; 

It comprised of a team of trained/trainee psychiatrists, 
headed b> the first author. 

b) Area Selection; 

After identifiying the geographical areas for the study 
as explained elsewhere'* , the survey was carried out in all 
SIX districts of Kashmir province, namely, Srinagar, 
Baraimilla. Anantnag. Pulwama. Budgam and Kupwara. 
Areas were delineated as per the latest census report of 
200 T’. A total of 10 villages from each district were taken 
witli appropriate urban and rural representation, 

c) Population: 

All the subjects involved in the study were above 18 
yrs of age. Pennanent residents of the area (domicile for 
more than 2 yrs) were included. Sample size from each 
district w’as selected randomly. 

d) Instruments: 

Tlie instnimcnt used for screening and subsequent 
interv iewing of cases was based on MINI screening and 
MINI Neuropsychiatric interview (M.I.N.l). according to 
DSM-IV laid down criteria. Validation and reliabiliri’ 
studies have been done, comparing M I N I to the SCID-P 
and CIDI. The results of these studies show that the 
M I N I has acceptably higher validation and reliabilit)' 
scores and can be administered in a much shorter period of 
time than the above referred instruments. Clinicians can 
use it after a brieftraining session''. 

e) Interviewing and Collection of Data 

The subjects were bnefed about the inten iew by a 
trained psychiatrist. Sociodemographic details were 
collected from the head of the fainil). After proper 
consent, the individuals were interv iewed separately, and 
infonnation recorded. Six hundred and nine subjects 
dropped out after consenting initially for the interview, 
leaving a total of2391 subjects to be assessed in detail. 
Allocation of subjects to different economic strata was 
done on the basis of monthly income, with following sub- 
groups 

I) Lowerclass-caming<Rs 3000'month 

li) Lower middle class - earning Rs.3000- 

5.000 month 

iii) Upper middle class - earning Rs. 5000- 
lO.OOO'inonth 

iv) Upper class-eaming->Rs. lO.OOO'month 
Responses regarding the pre-dominant coping method 

used to tide over the traumatic events were also recorded. 
Statistical tests for two propositions were used to obtain p- 
value 

Results and Observation ( Tables A - D) 


A. TOTAL SAMPLE STUDIED, AND DIAGNOSIS 

Total Male Female 

2391(100%) 1473(61.6%) 918(384%» 

PTSD(cujTeni) 174(7.27%) 105(7.13%) 69(7 51 %/ 

PTSDQifcUi^ 363(15.91%) 216(14.66%) 147(16, 01 %t 

^SOCIO-DEMOGRAPHIC PROFILE 
1. Age Distribution 


Age Intervals 
18-32 
33-47 
>48 

2. Marital Status 

Marital Status 
Murried 
Unmurried 
Widowed 

Divorced/separaled 

3. Socio-economic Status 

Class 


Number 

705 

813 

873 


%age 

29.48 

34.01 

36.51 


Number 

1446 

777 

129 

39 


%age 

60.47 

32.51 

5.39 

1.63 


Number 


(Based on monthly income) 
Lower class 3 

Lower middle 4 

Upper middle 6 

Uppcrclass 8 


%agc 

15.83 

20.57 

27.72 

35.88 


4. Occupation 

Occupation 
Full time job 
Pan lime job 
Unemployed 

5. Education Profile 

Education 

Dlilerjte 

Undergraduates 

Graduates 

Postgraduates 

Professional gmduates 


Number 

973 

612 

806 


%Age 

40.69 

25,59 

33.72 


Number 

1076 

695 

383 

129 

108 


%age 

45.00 
29.09 

16.01 
5.39 
4.51 


C. MEAN AGE OF THE DIAGNOSED SUBJECTS 
l.PTSD(currenl) 

Sex Mean age (Yrs) 

Male 34.42 

Female 37 


2.PTSD(lifetimc) 

Sex 

Male 

Female ' 


Mean age (yrs) 

39.18 

40.71 


D. COPING STRATEGIES USED 
1 . Surrender to the will of (3od. i.e. , prayers, visiting 



shrines etc. 

57.50% 

2, 

Sharing with relatives, neighbours and friends 

19.00% 

3. 

Stop talking 

6.25% 

4, 

Keeping oneself busy 

5.25% 

5. 

Aggression 

2,00% 

6. 

Tobacco 

3.00% 

7. 

Dnjgs/Medication 

150% 

6 . 

Alcohol 

0,50% 

9. 

CanGoping Strategies 

5.00% 
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- TTic clear from table D following exposure to 
c events 57 . 5 % of our subjects had used recourse 
as a coping method while 19% had shared 
vnres with relatives, neighbors and friends to over 
crisis 6.25% had stopped talking. 5.25% had 
uLm^elves busy. 2 % had switclied to aggression 
''hlle 5% (3% 'Obacco, 15 drugs/medic.-.tion .ind 0.5% 
dXl) had taken to substance use to relieve the grief. 

“‘Tthe sample of 2391 subjects, 174 ft.lfilled DSM- 
,v criteria for current PTSD, yielding a prevalence rate ot 
T ' 77 % f7 13% in males, 7.51% in femalef Life time 
prevalence of PTSD emerged out to be 1 5. 1 9%(n=363) 

Lifetime prevalence of exposure to traumatic events. 

and PTSD. 


Exposure to Trauma t%l PT$P{% J 


Study 

Breslau etal 1991 
Norris 1992- 
Resniketal* 
Kessleelal1995- 
Breslau et all 997- 
Stein et all 997- 
Pfodau etal 2001', 

Marqoobetal- 


Men 

Women 

Men 

Women 

43 

36.7 

6 

11.3 


73 

64.8 


12,3 


60.7 

51.2 

5 

10.4 



40 


13.8 


61.3 

74.2 



• 

59.5 





59.51 

57.39 

14.66 

16 01 



•Courtesy Breslau N J.CIinPsy2001;62(Supplementl7);1&-22 

Discussion 

Community based studies of PTSD. using trained 
clinicians for assessment in a traumatized population are 
rare, not only in the developing world but even in highly 
developed and wealthy nations like tlie USA (that too 
following disasters like 9/1I), mainly because of 
enormous expenses and time demands of such studies ‘. 

The study sample (n=239l) examined shows a 
predominance of males {n=I473) over females (n=9l8). 
This could be explained on tltc basis of existing gender 
discrepancy in the population'" and lesser social 

inliibitionsoverparlicipationinthe study in males. 

Tlie high rates of lifetime PTSD prc\ alence ( 1 5 i9®/i) 
that emerged, when extrapolated to the wltole population 
of Kashmir (54.76,970). shows that approxinialely 
8,31,952 people have a life-time PTSD. This rate 
resembles higher than usual rates found in studies on 
populations subjected to overt trauma This may be 
explained on the grounds of chronic conllict that has been 
persistent here for a long lime as well as the frequent 
occurrence of natural disasters. Moreover, the prevalence 
rate is closer to tliat in those populations subjected to teiTor 
attacks". Our results of current PTSD are in agreement 
with the results of tlie second month epidemiological 
telephonic surx ey after 9/ 1 1 , 200 1 . reporting a current rate 
of7.5% PTSD among Manhattan residents, south of 1 1 0th 

street^ 

The study revealed that a total of 63.49% (n=15l8) 
subjects belonged to the producliN e age group ( 1 8-47 yrs. ). 
This could be due to the fact that young people are more 
prone to get exposed to traumatic incidents"*". Also tlie 


tmumotic stfe^ 

a.e of paIien.s^^^ 
hnpli^ation orthe society, since this 

d.s.rib»..on of PTSD in the two , 

from the nndings from west, where n 2 1 ™ ^ ' 

m-tles PTSD has consistently been reported 1 his s m 
™ordanee with onr hospital based -rcalinen, seeking 
sample study, where again female and male I SD r. 

"'"simSyi'lifetime PTSD rales of 1 4 f.t." .. m males and 
16.0 1% in female samples are higher than loiind in s .idles 

on general popniat.on not exposed to 

levels in traumatized populations found ... the 1 :C .3 s... v ev 

inUSA'andbyShalevinIsraer. , 

Most publications on prevalence of I TSD desciil c 
clinical samples, wliicli represent only a small lactmn ol 
total population with tlie disorder Only 5 -> ot I I SD in 
Mc-Farlane*s non-treatment seeking coinnumil> sample 
of Australian fire fighters had prcMOUsly sought mental 
health care"'. It is also diflicult to gci the accuiaic 
prevalence rates or clinical proftlc and risk lacloiN Kun 
clinically described samples'. The sample ol iiuliMdnals 
seeking treatment for PTSD has been spoken ot as being 
atypical of the total population with tins illness Sv)mc 
remarks that can be pul forth to explain the ditlercnce m 
gender distnbution of PTSD in our sliuK as eomiiaied u> 
the studies from America and Canada reporled so lai aie 

discussed as under. 

Our sample is derived from a chronic conlhet zone 
population, exposed to persistent and pcr\ asi\ e assauitu c 
violent events. On the other hand tlie general population m 
the sample of above studies renccls the cxpcnence in 
communities not exposed to disaster conditions. Most ol 
these studies report that inspite ot lower trauma cxposuic 
prevalence in women they have a higher rate ol PTSD. 
tliereby suggesting that female gender is a risk lactor lor 
PTSD. However, as recently pointed out Iw BiosUm. 
research into the probability or 'conditional risk ol 
developing PTSD following exposure to a pailiciilar class 
of trauma can be of immense lielp in underslanding some 
impoilant issues pertaining to PTSD .-V glance at the 
findings of the studies reported so far. at once re\ cals that a 
wide variance exists in pre\ alencc ot P I SD across e\ ents. 
Based on this, Breslau and others have \eiy recently 
attributed PTSD gender dilVcrenccs to this particular fact 
that females are more likely than males to experience those 
t>’pes of traumas which arc associated with a greater 
probability of PTSD. Rape and molestniion in lemalcs. 
and combat exposure and witnessing trauma to others in 
males, arc traumas most commoiiK associated with 
PTSD. Actually, sudden unexpected death of a lo\cd one 
associated with a moderate probability of PTSD. is the 
most prevalent fonn of trauma expencnced l>\ 60*^0 ol 
sample from west'^ and largely contributes to tlie tola! 
volume of PTSD cases, as well as is the single most 
frequent PTSD precipitating e\eni for botlt sexes So. 
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obviously in absence of or with a very low incidence of 
traumas like combat, exposure to or experiencing mass 
iraumatiEation. female PTSD in such community sLples 
will get oveirepresentated due to violent type of trauma 

' L ^having a very high conditional 

nsk of PTSD). which are almost limited to females. This is 
turtlier supported by the observation that both genders are 
se\ ercly traumatized by sexual assault"’. Ratlier when men 

trauma an even higher percentage ofthem 
(65/0 as against 45.9% of females) develop PTSD" 
Moreover in cases of natural disasters similar kind of 
expenence of losses, and emotions by both sexes results in 
an equal prevalence in men and women (3.7% - 

5.4%) .Contrary to the above circumstances, the whole 
population in our study, irrespective of gender, has been 
experiencing a situation of mass traumatization for more 
than last 1 5 years, with 82.4% males and 79.68% females 
witnessing firing or explosions and 53.97% males and 
32.42% females exposed to physical assaults, including 
being shot, stabbed, threatened, beaten severely, i c the 
category of trauma largely associated with PTSD"^ 
Subjects of a majority of samples of the western studies 
had predominantly experienced or witnessed a single 
trauma, that too mostly with a moderate conditional risk 
for PTSD, while as our population sample has been 
endunng ongoing extreme life experiences including 
multiple traumas of assaultive nature for more than a 
decade now. Tlie Detroit area survey has revealed that 
pre\ ious exposure to an assaultive trauma increases the 
risk for PTSD ten fold on exposure to a subsequent trauma, 
compared to a non-assaultive trauma”. A sizeable number 
of cases in our sample have experienced 2-5 assaultive 
traumas and have been running a chronic course of PTSD 
for many years without any professional help or care. E\ en 
m the treatment seeking sample, as reported in another 
study in this publication, ^e average time interval 
between the onset and first mental health professional 
contact is more than 33 months (males = 47.7 months and 
females = 3 1 .86 months)*’. 

The adaptive mechanisms both at individual and 
community level under such circumstances are bound to 
ffow vulnerabilities take the lead*' due to mass trauma 
Very recently, investigators have reported that trauma 
severity and environmental conditions after the trauma . 
rather than individual pre-trauma characteristics like 
gender, education, socio-economic status etc., strongly 
predict the development of PTSD" 

Therefore, it is evident that for designing proper 
preventive and interxentional strategies for individuals 
and communities exposed to mass trauma or disasters, a 
better understanding of fectors that increase vulnerability 
or resilience among the exposed is indispensible"’. 
Unfortunately, adequate data on the natural course rf 
PTSD during continuous trauma is not available”. 
However, it is known that events of mass violence with 
malicious human intent have more grievous implications 
than technological ornatural disasters'^ **. 

Almost 74% of subjects in our study were with poor 
educational background (45.00% illiterate and 29.09% 
under graduates). Low educational attainment has been 
reported as a risk factor for development of PTSD*'" 

S22 


Studies have shown that veterans with less pre-miliiatv 
educational achievement are at a higher risk 
developing PTSD than others”. Similarly, Pittman found 
low scores on pre-militaiy arithmetic aptitude test in 
veterans with chronic PTSD“ Cognitive disadvaniauc 
also impairs coping that may hamper recovery following 
exposure to trauma”" . Jammu and Kashmir is one of the 
states with lower literacy rates (54.46%) than the averau^. 
in India (65.38%) The discrepancy is higher for women 
(42 /o compared to national average of 54%) than for mnn 
(66%against 76%)”^". 

59.3 1 % subjects of our study were not fully employed 
putting them at a liigher risk for trauma related disorders’ 
Out of total 25.2% working force in Jammu & Kashmir 
only 4 1 .3% males and 7.3% females arc gainfully engaged 
as mam workers, while 63.4% (50.2% of males and 78% 
females) are non-working, resulting in poor socio- 
economic conditions'". Unemployment and exposure to 
adverse work conditions, particularly high levels of 
perceived work stress, have been associated with 
persistence ofPTSDsymptoms’". 

Majority of subjects (60.47%) in our study were 
married. This finding agrees with an earlier hospital based 
study, reporting 56.7% of the sample as married”” 
Kessler et al .found lifetime PTSD prevalence more in 
subjects who were married". 64.22% of the subjects were 

from lower and middle class, who because of poorer 
education, lesser occupational adjustments, and lesser 
access to quality medical care are more at risk of incurring 
trauma and its aftermath*’ ® 

Examining the relationship of cultures to trauma is 
necessaiy for a better understanding of vulnerability or 
resilience and recovery in traumatic situations. The 
exploration, of long term risk for survivors of any 
overwhelming trauma or disaster requires an evaluation of 
their unique socio-economic-cultural context that 
dynamically shapes their recovery and adaptation during 
the rest of the life’^. Socio-cultural factors play a 
consequential role in determining how individuals cope 
with traumatizing experiences, in preparing the grounds 
on which social support and other positive uplifting events 
can be experienced. Contrary to the illusory belief of the 
west that human beings can control their destiny, leading 
to reduced religious indulgement, eastern religions like 
Islam and Hinduism teach that life is entirely determined 
by fate and one has to submit oneself to ‘Allah’s’ or 
‘Eshwar s’(God’s) will” After traumatic events, customs, 

rituals and places required to carry them out, if 
incorporated in rehabilitative programmes, can provide 
sufferers with a sense of identity and help them control 
their emotions, create self help opportunities, and link 
them more intimately to the social group which can 
facilitate re-establishing previously learned culuiral rules 
and reinstate the members of community in the role 
functions in conformity with their places in the 
lifecycle”.So, naturally the concept of tlie industrialize 
western world on psychosocial stresses, their sequelae, 
and coping methods can not be naturally subscribed to 
other countries of different cultures” ” 

The disaster work in India, from the technological 
disaster of Bhopal, to various natural disasters including 
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^ . -thwado and Gujrat earthquakes, as well as our own 
ations (Table D) on the mass trauma and mental 
have consistently shown tliat tlie majority of 

nle u^ cognitive framework ‘will of God’, prayers and 
’’d er religious activities as one of the first and foremost 
mechanisms to endure any tragedy, trauma, or 
5- ^ter Tins is almost an universal phenomenon m 
^*>ntal societies, as revealed by a recent study fonn 
rhechnya where more than 22.7% of internally displaced 
^ le have witnessed killing and 80% have seen people 
^ unded, since the start of conflict. The majority of 
"^°ole (53.3®/“) in their second response to survey 
’’xoressed praying as the most preferred option for dealing 
lith problems and intense emotions, followed by talking 
to others (12.5%), keeping busy (9.4%) and aggression 
n5 6%)”. Another recent study from Israel among three 
different types of population centers assessed for stress 
related symptomatology shows that the community with 
religiousness and strong socio-ideological cohesion, 
iiispile of highest exposure to violent events, reflected the 
fewest of stress related responses and best coping amongst 

all cases studied . 

Results of the study (January -March 2005) conducted 
during yoga based Tsunami relief programme at Andaman 
and Nicobar islands showed that prayers were the 
commonest (44% among the mainlanders and 4 1 % among 
islanders) coping strategies utilized by survivors”. A 
number of interesting co-relations were also obser\'ed 
between PTSD subjects and autonomic/respiratory 
variables in the-study. Issues like anxiety management and 
lifestyle modifications are often helpful when treating 
patients with PTSD and modalities like yoga, which can 
more readily be incorporated into such a programme in 


eastem cultures than the west, needs to 
rvaSon of augmentation of 

PTSD with multicomponent yoga t^eaUnei y 

Australian Viemam veterans suffenng from chronic 
PTSD and testing specific breathing yoga techniques 

knya ^yog^) in American -Idi^s 

from Iraq and Afghanistan arc undei^ay ^ 

have been undertaken on the basis of the reports, that these 

mediods have relieved PTSD symptoms among people 
affected by mass disasters like war and natural calamities _ 
Research has shown that exposure to vio cncc with 
armed conflict is a potent risk factor not only for post 
traumatic stress disorder but a range of psychiatnc 
disorders and psychological problems Therefore, menta 
health interventional strategies with a broad focus are 
needed to address the issue, especially at a place like 
Kashmir where natural disasters like snowstorm and 
earthquake have ftirther traumatized the already terrorized 

population. 

In Prospect , . , , 

Our findings clearly indicate that PTSD is a highly 

prevalent disorder in the developing world as well, at least, 
in the areas of political unrest and disaster prone legions. 

Lifetime prevalence of 1 5. 19% for this disabling disorder, in 

the ‘Mass Trauma’ situations, and the 18,51% in one ye^ 
post disaster assessment, as revealed by our other study 
published elsewhere in this journal"' demand an early and 
aggressive out reach professional intervention to treat this 
disorder"' to reduce the enormous societal costs of PTSD As 
ofnow. we have a long way to go to achieve this goal. 
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SNOWSTORM DISASTER - LEARNING A^ND EXPERIENCE : FIRST THrIe 


Arshad Hussain MD and Mushtaq A. Margoob MD 

dCivennKboth c.inica. and adnnnis..,ive 
drsaster-rclatcd menial health problems oLslranT^os'd" of advcrscimpac.s of 

the posnraumatic psychopathology and foIlowingiisLiporalcoursT with , 

.he survivors in Waliengo, a hamlet devastated by sno 3 r^ h, Th 

trends of symptomology The symptoms observed under 4 classes Lrc trLIa, I 3 months post disaster 

that the reaction to disaster was a constellation of symptoms devfinu classincadA**"'^,^’ anxiety, revealed 

categon^tion of symptoms into psychiatric disorders Was dicouraged bWmrftTthat"maWro 7 .^^^ 

attributed to normal bereavement, which would decline with lime Grief Wl?.! t symptoms could be 

lessened with passing time Most symptoms abated tvTth tin" auLravn d^e 

somatic complaints increased with time (JK-Pract,Tio..er2006:i3:(Lpp!,,;si^^^^^^^^^ 'nsomnia. phobias and certain 


AVnwrr/s; Disaster, psychopnlhology. grief, avoidance. 

Introduction 

\'early. millions of people are artccted by disasters 
including conflict, with the vast majority of affected 
persons living in resource poor countries out side the 
west. No adequate measures exist to assess the full human 
costs of disasters, especially the social and non 
pathological mental health cfTects'. Ouanlitativc research 
lias shown that exposure to disaster increases the risk of 
depression, anxiety , somatic complaints with various risk 
factors such as female sex. prior psychiatric history, 
sev erity' of disaster exposure, perceived lack of control 
during disaster and inadequate social support after 
disaster Psy chosocial aspects of disasters have received 
incicasmg attention in the past decades* '’ However while 
ob\ ious tendencies hav e emerged in literature disparities 
and contradiction arc still predominant in reported results. 

The psy cliological sequelae following major disasters 
often appears brief Studies have shown that community 
wide disasters characterized by large scale loss of life, 
extensive property damages, economic disruptions and 
those related to hmnan intent result in increased rates of 
psy chiatric disorders ' Ev idence shows that mental 
health out comes of di.sasters are detenniiied by the 
charactcn.stics of the disaster, the individual and the 
env ironment'' 

On Fch 19. 2005. a snow slomi hit the fool liillsofpir- 
panjal in Kund area of Qazi Gund in south Kashmir- 
^\.iliango Nard. \asak Nag and Nigeen Poora Nar were 
mainly effected. 1 64 petiple died, about 1 30 fami lies vv ere 
effected 498 people including women and children were 
evacuated to plains. 62 houses w ere destroy ed compleicK , 

II families perished completely and many others were 
injured The disaster evoked widespread public response 

We \ isited that area on 3''* day of disaster and kept on 
visiting ihe area on weekly for 4 months, we continue to 


f nwniu f>i/>iirinH t,i,^rs%chnil>\. ( u.x i. \U;hc<,l( -.ill.y. .Sn*k<c.»r 
i 'orre\pimiUni:c to: 

L^r.ArslutJllui uomSt L> ) 

Sr fUnti irniluatv iKpttrimcnt of chiotry 

i}ov^mtne$\t .\ liUitoUCo/hgc, Snnogjr 
F-mojh. ar%h<jillt/t<j g yahonii/ in 


need'i;-Ler'‘'' 'f "■« 


Random interviewing with survived adults and 
adolescents started in first week of disaster and continued 
or more than 3 months. Interviews were conducted by 
laincd psychiatrist with help from social workers trained 
m mental health 142 people were interviewed ou of 
which 80 were males and 62 females. Youngcsl 
mtcrv ievved vvas 12 years of age and eldest 56 year old 
female. Attntion of 39 people occurred in the study till the 
last interview conducted. The sun ivors were interviewed 
for socio demographic variables and presence or absence 
of traumatic symptoms, grief or depressive symptoms 
somatic complaints and anxiety symptoms ofgeneralized 
panic and phobic type 


Results 

Table 1: Sociodemographic profile 


Age 

37.12 (Mean) 


Sex 

M 

F 


80 

62 

Marital Status 

Married 

57 


Un Married 

50 


Widow 

22 


Widower 

13 

Educational Status 

Illiterate 

Literate 


92 

50 

Tamily Status 

Joint 

122 


Nuclear 

20 

Religion 

Islam 

142 

Tribe 

Gujar 

(Semi Nomads) 

142 


Tire demographic characteristics of the surv ivors arc 
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r^in table 1. Hie mean age of our sample was 37.12 
< There were 80 males and 62 females m our sample, 
of our sample was married, illiterate, belonged to 
^ nt families, followed Islam as religion and are part of 

•j°’ ( 5 i,yarsemi nomadic community of Kashmir. 

^ Tliere was high prevalence of core trauma symptoms 

first week following trauma which gradually started 
‘“bsiding as we reached the 3*^ month of disaster except 
fnr Avoidsnee (TBblc 2). 

Grief was universal in tlie hi week following 
disaster and started lessening as the weeks passed by. 
Survivor guilt or any other guilt feeling were minimal 
nnd suicidal ideation was present in 3% patients and 
increased to 6% by 3- month (Table 3). 

Somatic complaints are very common in post 
disaster period. Musculoskeletal pains and headache 
immediately after disaster and G.l. symptoms and 
jienifourinary symptoms (most commonly Dhat 
syndrome in males and its equivalent Leucorrhoea m 
females) developed little later (Table 4). 

Panic type of anxiety with somatic and non-somatic 
components is quiet common and decreases with time. 
Generalized type of anxiety even though present in 
about 20 % patients in 1st week doubles by 1- month and 
plateaus by 3 *month. (Table 5). 

Discussion ... 

Disasters are not new phenomena, but only over the 

last 10-15 years have there been systematic attempts to 
investigate post traumatic reactions.. Unfortunately, 
disasters rarely provide much time for researchers to 
devise their research strategy, to develop their research 
instruments and to generate suitable control group. 
This study was done while being part of service 
delivery team which was the primary objective but as 
we know disaster psychiatry is nothing but learning and 
experiencing. 

First week after disaster, greater than 90% of people 
demonstrated core posttraumatic symptoms, almost 
similar as found by Solomon et al 1 993". It suggests that 
even if the symptoms may abate with time, acute stress 
symptom constellation is almost universal. Moreover 
even though intrusiveness and hyperarousal show 
considerable decline but avoidance was maintained. 
Almost similar results have been found by Mayou et al 
1 993- and Shalev 1 992" in their studies even though the 
type of disasters have been different. In our case the 
survivors were rescued and relocated out and away 
from their socio-cultural milieu and basic amenities 
were provided in a way, that they created dependency 
ratlier than sense of reality and purpose in the tribe 
which in normal circumstances is hardworking and 
accustomed to face hardships with bravery and 
purpose. They were promised land and rehabilitation in 
plains. All of these factors resulting in reinforcement of 
avoidance behavior. 

Depressive grief symptomatology was universally 
present in tlie survivors with no significant guilt feeling 
of any kind including survivor guilt which can be 


irniimatic stress 

explained on the basis of psychopathogensis 
wlfere eastern religions Islam and Hinduism act as 
buffers from developmg ^ucli feelings. AlmosUll^nef, 
depressive symptoms started regressing y - 
wfth exception of sleep disturbances which were 

attributable to lack of friendly 

survivors and lack of sleep bygiene Suicidal idea n 
bad doubled by month which was becaiise of soi e 
people evolving into post disaster psychiatric 

morbidity. 


TABLE 2 : CORE TRAUMATIC SYPMPTOMS 


Core Traumatic 
Rexperiencing 

Hyper arousal 

Avoidance 


V Week 

1* Month 

n = 142 

n = 142 

93% 

60% 

(132) 

(89) 

88% 

52% 

(125) 

(74) 

93% 

90% 

(132) 

(128) 


3- Month 

n=103 

52% 

(53) 

50% 

(51) 

87% 

(90) 


Decimal fractions have been cancelled. 

ages sum for more than 1 00 because overlap is rule rather 
than exception 

TABLE 3 : DEPRESSIVE OR GRIEF SYMPTOMS 


Sadness 


Anhedonia 


1' Week 

1* Month 

3' Month 

100% 

86% 

32% 

(142) 

(89) 

(33) 

100% 

50% 

17% 

(142) 

(71) 

(17) 

3% 

2% 

1% 

(4) 

(3) 

(1) 

100% 

93% 

87% 

(142) 

(132) 

(90) 

93% 

50% 

12% 

(132) 

(71) 

(12) 

3% 

0% 

6% 

(4) 


(6) 


Guilt 


Sleep Disturbance 


Appetite disturbance 


Suicidal Ideation 


Decimal fractions have been cancelled. 

+% ages sum for more than 1 00 because overlap is rule rather 
than exception 


SOMATIC SYMPTOMS 

1* Week T Month 

3’ Month 

n=142 

n = 142 

n = 103 

90% 

30% 

32% 

(128) 

(43) 

(33) 

20% 

23% 

40% 

(28) 

(33) 

(41) 

3% 

7% 

14% 

(4) 

(10) 

(14) 

70% 

73% 

50% 

(99) 

(104) 

(51) 


Musculo skeletal Pain 


Gastro Intestinal 


Genito Urinary 


Headache 


Decimal fractions have been cancelled. 

+% ages sum for more than 1 00 because overlap is rule rather 
than exception. 
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TABLE 5 : ANXIETY SYMPTOMS 


!ANX1ETY SYMPTOMS 

1* Week 

1* Month 


n=142 

n = 142 

Panic attacks 

42% 

20% 


(60) 

(28) 

iGeneralized Worry and 

20% 

40% 

apprehension 

(28) 

(57) 

1 Isolated Phobias 

4% 

4% 


(6) 

(6) 


3* Month 
n = 103 

12% 

( 12 ) 

40% 

(41) 

20% 

( 20 ) 

I • Decimal fractions have been cancelled. 

• +% ages sum formore than 1 00 because overlap is rule rather 
^ than exception. 

Not only were traumatic and depressive symptoms 
vcr> common in survivors, but so were somatically 
mediated complaints after catastrophic event Yoiiny et 
al (2002) found almost similar results in his study In 
fact some studies like by Wesley et al have found 
somatic complaints responsible more for loss of 
productivity in distressed population than anything 
else. In our study while Musculo skeletal pain and 
headaches lessened with time, the G.l referred pains 
and other syntptoms and genlto-urinar\’ symptoms 
increased w'ith time. 

Panic anxiety was ver>- common initially with both 
somatic and psychological components and settled by 
y month while worrx' and apprehension increase by 1 
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ONE-YEAR LONGITUDINAL STUDY OF SNOW STORM DISASTER 

SURVIVORS IN KASHMIR 


Mushtaq A. Margoob MD, Akash Yousuf Khan MBBS, Muhammad Mudasir Firdosi MBBS. 

Shiekh Ajaz Ahmad MBBS, Tasneem Shaukat MBBS 


Disasters can be seen as a nature's instrument to test people the survivors for their resilience and coping, the 
authorities for their preparedness and tleetness of action and the unaffected for their empathy A natural disaster 
(snowstorm) struck and destroyed 'WaltcngoNard' a small hilly village in South Kashmir, on 10 Feb 2005, wiping out 
24,77% of its population. While delivering services to the surviving, a controlled longitudinal cohort study was 
conducted collaterally to assess the psychological consequences of the disaster A matched control was selected for 
comparison. GHQ* 1 2 was used to screen subjects in both study and control groups, using a cutofl' score ot 6/7 57 67% ot 
study group scored positive on GHQ, as compared to27 02% of control group Further evaluation using DSM-I V based 
MINI neuropsychiatric interview showed a Psychiatric disorder in 34 39% of study population, compared to 14 05% in 
control group at the end ot lyear follow-up PTSD formed the predominant diagnosis in the study group (IX 5®'o) 
compared to control group (1.08%), followed by MDD(14 28% vs 9 27%) Against the expected course there was no 
significant remission in psychiatric morbidity with time due to a number of factors, not the least important of which were 
the continued abandonmenL poor social rehabilitation of the population and breakdown of existing social support 
system (JK-Prnctitioiier2006; 1 3(Snppl. 1 );S29-S38 

Key words: Natural disaster, psychosocial distress, morbidity. PTSD, intervention. 


Introduction 

a) Description: 

A natural disaster took over a small mountainous 
village in South Kashmir on 19th Feb. 2005, about a 
month after the devastating Indian Ocean Tsunami. 
Unprecedented during recent years, heavy snowfall for 
five consecutive days completely cut oft'Kashmir from the 
rest of world and all meaits of communication and 
transport were totally disnipted, with life coming to a 
freezing stand still. A small picturesque village ‘Waltcngo 
Nard” at the foothills of Pir Panchal range of Himalayas 
about 90km from Srinagar, the summer capital of 
Kashmir, was stnick by a snowstorm at about 12 in the 
noon. All the children, women and elders were indoors 
while healthy men were engaged outside clearing 10-12 
feet high snow around their single or double room mud 
houses (Kothas), and a few double storeyed tin roofed 
houses. Suddenly with a deafcnijig noise a dreadful 
snowstorm stnick the area, burying eveiything, including 
uprooted trees, damaged liouses, dead, injured and other 
survivors under a cover of 20 to 30 feet snow. The whole 
event went unnoticed for more than two days, though the 
neighboring natives living in the plains were alanned by 
the observation that against an age-old routine, no person 
from Waltengo Nard village had visited the locality after 
the snowfall. On (he next day with great hardships, a 
couple managed to reach the people in adjacent plain area 
and told tliem about the disaster. Thereafter, rescue work 
was initiated, initially by the neighboring \ illagcrs. and 
was joined by government and non-government 
organizations from third day onwards. 24.77®/o (n=!64) 
population had perished. Since dead bodies could not be 

From Ihe Deparimenl t^Psychiatry, Otn-L Medical ( 'idhye Srinagar 
CorraponJeiice fo: 

Dr. MiulitogA. Mai^oob(M.D.) 

Assticiale Pwfeuar, Pail Gra<imic Dcparmieni o/Pisychialiy 
(JoiYmmenl Medical College, Srinagar 
F.’tnails: nmhtaiimargordii'dyaiioa.cijni 
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moved out to graveyard. 5-10 bodies had to be buried 
together in mass graves in the same houses where sonic ol 
the injured and surviving people were still trapped I he 
survivors were shifted to a tented colony created in the 
V icinity. 

Over the past one year vve have been regularly \ isiling 
the population and assessing their needs and post disaster 
psychological sequelae and prov idiiig all possible scrv ices 
as and when needed, to the best of our capabilities A total 
absence of any kind of mental health care facility in the 
comnuinit)' in Kashmirmadc us to undertake this exercise, 
to satisfy our desire to prov ide conlimicd sen ices to llie 
affected population, 'fhis experience also gav e us a unique 
opportunit>' to assess psychosocial issues in disaster 
management as well as a chance to provide comnuinit) 
consultation at the doorstep of each affected family. In the 
face of gigantic needs and demniKls, whatever little our 
humble effort might have contributed to ameliorate the 
distress of the suffering community, lliis self started 
innovative communit)' outreach activity has been a real 
soul satisfying clinical experience and is worth sharing 
with the fr.Ttemity, more so in view of other devastating 
natural disasters of the year 2005 in the region, vviili which 
it closely shares most of its characteristics, flic snow stonn 
was named "Snou- Tsunamr by tlie .\ir Chief of India and 
the other rescue agencies, although it could also w ith equal 
vehemence be described as a "lUhn I'micci" of tlie 
destruction unleashed by the eailh quake of Sth October. 
2005 which struck a similar population equidistant, to the 
north as against the snow storm site towards the south, 
from Srinagar. 

flic present obseiTation.s are based on our seif 
sponsored longitudinal ftrst vear post disaster serv icc- 
cum-survey records of the mental health aspect of (he 
entire suniving population of Waltengo 
b) Definition: 

More than 40 different definitions of disaster exist in 
literature’. The definition of disaster as sev ere disruption, 
ecological and psycho-social, which exceeds the coping 
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CASE I 


Ms. J, 52 yr old female, a housewife, like other members of this socioeconomically low and mnrt.i»nii j 
sudors, experienced psychological reactions in the immediate afiermaih. wZh7nchdTdf^^^^^ of disaster 

^olplessness, multiple somatic complaints and sleep disturbances with occasional nuihiiKttr r ^ ^bock extreme fear 

symptoms worsened m the semng of ruinous post disaster environment, as she struggled to ^r^tle ZLfZu f '■ ■’’’ 

TZT J presented with history of irritability, use ofUmive language and{Zj'fT"^fZ'‘’‘^'‘' 

unfolded, patient attributed her symptoms to the traumatic experiences of the disaster Mok than three mL/Zu '{^*'■''“0' 
snowstonn. she along svith her husband got trapped In a collapsed cowshed. WhZher bZr oldh^aZaZr 
nnmaged to fmd hts way out of the crumbled structure, she initially refused to accompany hLwZtZaZiZ.h 
uA<j/e including her family having apparently penshed, they should also die. While laboring oui^the stom 

through he d^astated structures, uprooted trees and heavy snow she could feel her feet touching dead human 

how her husband and she managed to pull out an old man alive, who collapsed immediately afterJard^FT^n^'^J^ 

an ordeal of many hours, when they reached the neighboring village she desperately looked for her family fnember^^A 
were scattered throughout the locality in different houses. To her dismay and shock out of a total numtrofnZefamih!^^^^^^ 

^j/ff>^oldyoungestsonbesidcsheroldhusbandwasalive.Afterthisthepadenthadcontinuedtohedisturb^^^^ 

of dead bodies scattered all around. Recollection of thoughts related to the deafening sounds at the time ofdisast^ ^dthede^IZT 
rouching her feet as welt as palpitations and restlessness would recur. She would get markedly distressed andZZ tt h^ 
avoid houghu feelings and conyeMarxon related to any aspect of the snowstorm. She would excn try to avoid looZw LwnZ\u 
mounlains as they vividly reminded her of the whole sequence of traumatic events associated with the storm FoIlmZo ^ 

inability to have a peaceful sleep, patient 's irritability and outbursts of anger had markedly increased. She would n/iZ^ ^^^Unued 
those living m the neighboring tentments. Routine clouds or winds would frighten her exLmely and she would fJll hZn!ZlZ‘^ 

intensefeeling of animpending catastrophe. haunted by an 

interview patient kept on saying repeatedly "I want to die; I want to go away; I had all hopes Pinned on mvrhUyi 

whom I brought up in abject poverty: I was looking up to them as a source of comfort during my old age; I Lvelost mv whllZ^’!^' 

'/ir^sZ^lh^ A diagnosis of Post TraumaHc Stress Disorder was made after dJcusring vw7A Ihe 

Znnnf encouraging the traumatized community to first rely on their inherent strengths and thefr ZZZ 

support ne^ork had been going on for quite some time now and keeping in view the ground reality as well as the patient's condition and 
\T4lnerabiltty (2 years prior to disaster, her 2 lyr old son had died due to fall from a tree, only 3 days after his appointment for a Govi 
job),the treatment attempts through cognitive behavioral therapy and exposure therapy had to be shifted to pharmacological 
mte^ention MirtazepmeSOmg) supplemented with task support and help of community volunteers. Spiritual coZvi 
resn-ucturmg/reinforcing and anxiety management was however also continued over the next three months, when patient imTmved 

proviWirtg the destitute patients, was continued and pftient had^shown 
considerable improvement in all of her symptoms, had resumed her household actixities, and was ready to accompany us near to the 

vanous adverse environmental factors she again worsened as is discussed in the case report of her 


capacit>' of the affected community, given by WHO is the 
most widely used one'. Much of the confusion in defining 
a disaster is due to the varied interests of the specialities 
dealing with the event, be it in medicine, sociology, 
political science or ecology'. Catastrophic events being 
more frequent in the developing world often raise the 
threshold for an event to be considered a disaster'. At the 
same time, unfortunately, there is limited research data on 
the psychosocial consequences of disasters from this 
region'. 

During the past two decades there has been 
considerable research on mental health aspects of 
disasters, m terms of service delivery, training of 
professionals and some systematic research in India', but 
lo the best of our know ledge no controlled longitudinal 
epidemiological study of the entire disaster hit population 
has so far been reported from the South Asian region. The 
present study is an attempt to fill the gap in our 
understanding of the subject so as to de\ elop appropriate 
means and skills for better disaster management in the 
region, especially for the economically disadvantaged 
and underprivileged communities, which constitutes the 
universe of tin's study. 

Most of the subjects studied had lost their entire 
belongings including the livestock and otlier property 
items In some instances, a single orphan ora widow or an 
elderly person was the only sunivor of the family. In the 
llrst weeks following the disaster the first author 
constituted a team under his leadership comprising 


mostly of the trainee psychiatrists and medical student 
volunteers, with the objective of providing psychosocial 
support and mental health services to the survivors 
During the initial two visits in the first month after the 
disaster a pervasive indifference towards mental health 
needs by the Government, as well as of NGO relief 
serv'ice agencies working there was observed. Even, a 
statement was issued by a senior health services official, 
that except one case of menial disorder (a chronic 
schizophrenic), there were no psychiatric problems 
among the survivors. But, we knew that our presence 
would be of immense importance for future interv ention. 
The initial three visits during the first six weeks although 
mainly utilized to create a working relationship with the 
local health providers and community leaders but 
spending some time with the bereaved families, listening 
to what they wanted to say without digging into their 
nightmarish experience, helped us a lot subsequently in 
establishing an effective therapeutic alliance and a 
positive cognitive restructuring. 

Methodology 
Study Design: 

In this cohort design study, the study group comprised 
of the whole surviving population of the disaster affected 
area (exposed) at the Waltengo Ward, Qazigund.The 
control group included die population of snow storm 
unaffected area (unexposed) about 30km away from the 
disaster site at 'Shalnard' Sagain, Kokemag. with identical 
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CASE2 ■ ^ 

S.al0yroldboyyvithanormaldevelopmentalhisto2f.s^dent^ofi^an^aM^ 
disorganized behavior ami aho/hess was examuted outside tented 
butwithinlS-lOrninutesagoodtherapeuticrapportwasestablished^^^^^ 

to collaborate the narration was his mother: As it was I, «/,/«- hana thewhole structure collapsed and both got trapped 

boywasplayingwithhissisterinsldetheirmttdho^^^^ w^r/ton He was frightened, and unsuccessfully kept on struggling to 

insldewithhissisters*bodyfallingmderrubbleintheopposnediKclion.^^JJgM 

reach his sister who was crying and repeatedly ashngfar water. Thoug body for two days, when he 

righthandandthrewittowardshissister'smouthbutshev^asalKa^ dea^ ^ ^ r ,,^ncy had increased with every 

was finally rescued. Since then he had been getting recurrent nightmares. impossible to divert his 

pJing day. He felt as if something similar to the disaster was 'ZZtTneM hadde^ of interest in all activities 

attention and thoughts away from the traumatic images and ^ .. . ^tocomeandwiHplavoniyonce.she 

iricludingstudiesandwouldnotliketoseeorplaywi^^^ ^ a 7 o .5 

accompanied by disorganized beha\’ior. He was not able to conc^trate on his St fnrwater and mv failed attempts (a 

tothemountainssurroundingmyvillage.Icanseemysistercomingandcalhngme. , After discussing with the first author a 

stream of tears running down his cheeks), all this comes before my eyes as a rea scene After discing 
diagnosis ofPTSD was made. Since the child failed to respond to psycholo^cal interventio^ 

and iwB in complete remission for 6 months, when the symptoms relumed suddenly, following the KtU^ 

2005. The child had a relapse of all the previous symptoms of re- experiencing, hyper arousal, and avoidance dusters " 

distress. Although no physical damage by earthquake was reported anywhere in South Kashmir (the site of sniwslorin). but Itie child 
said "He coulhee mountains moving and Lught that all of them would be buried uiuier debris". With a combination of 
psychotherapy including reassurance, education to the child and his parents, some cognitive restructuring and pharmaco 
‘^Id again improved, but worsened with the first snowfall, as against all promises and plans by all concerned, they continue to ive 
and shiver in open tents under the cover of snow. It was finally only after the child along with his parents ^ 

residential area that the psychosocial interventions and community consultations yielded the dividends, and the child is much etter. 
studying and progressing well now. 


(opograpliical and socio-cultiiral background as the study 
group. 

In entire international literature on disaster 
epidemiological studies, there are only a few studies of 
true cohort design available so far^ The present study is 
first of its kind from this region, which in a tmly cohort 
study design investigates mental health morbidit>' in the 
entire sur\'iviiig population affected by a natural disaster in 
a commiinit)’ setting with an experimental design. 
Stringent criteria were adopted for selection of control 
group from a geographical area of comparable socio- 
economic background tliat liad never experienced a 
snowstonn. In the analysis for matching the study group 
and control group some minor inter-group differences in 
per capita income, education and employment were 
observed. By using appropriate assessment tools the 
mental health morbidity was studied not only in tenns of 
prevalence and pattern of diagnosable psychiatric 
disorders but also that of psycliological ill health and 
distress. Besides other instriunents and diagnostic tools, 
we used GHQ. which has been used as a screening 
instrument in disaster epidemiology' internationally^ as 
well as in lndia\ We used 6/7 cut off score for GHQ, which 
has been documented as valid cutoff' for the Indian 
popiilatioi/’. 

Sample 

All the sun iving individuals of each hoiiseliold were 
enrolled as the study subjects, after the 
lentments/households were enumerated with the help of 
key persons at the relocated site. Similarly in the control 
population, households where included randomly and 
their inmates enrolled as study subjects. All the persons 


above age of 8 years were included in the study. Those \v ho 
refused to consent or could not be contacted were 
excluded 
Sample Size 

All the tentments/households were included in the 
study, which numbered 72, with a total surviving 
population of 498 out of which only 378 subjects were 
included finally after applying exclusion criteria, in the 
control group. 33 households were included with the 
population of 231 individuals, out of which 185 were 
finally selected as snidy subjects. 

Method 

After proper consent, the subjects were briefed about 
the interv iew by the psychiatrists. This followed the initial 
interaction penod of more than 3 visits vvitii the whole 
community, when the lead author informed tliem about the 
study. A semi-structured interview schedule specitlcallv 
prepared for the study was used to collect information on 
the socio-demographic variables in both groups and the 
extent of exposure to snow stonn disaster in the .siiidv 
group. 

General Health Questionaire-12 shoii version 
12) was used for screening of subjects All the suhiccis 
having scores of seven and above were investiLMieil 
further to find out the pattern and e.xtenl »>f psvchiaiiK 
morbidity. MINI screening inslrunienl with Inch validiiv 
and reliability scores for DS\I-I\' based diagnostic 
categories were used to assess psychiatric morbiditv in 
subjects who were screened positive on GHQ-12. MINI- 
PI us Neuro-psychiatric interv iew was used to assess adults 
while as MINI-Kid was used for children. The interv iews 
were carried out by a trainee/trained psychiatrist. 
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Fichhvork Procedure 
Informed C'onsent 

Allcr an appraisal ofilio purpose ofsludy to llic key 
persons, their help and cooperation was taken for 
contacting the families. Informed consent was 
obtained from the head of each household and further 
Irom each subject included in the study 

In addition to routine visits to the study population 
sclecied subjects were screened at regular inler\als of 
6-8 weeks with the above tools to update clinical 
mlonnaiion obtained earlier and also to diagnose any 

fresh ps>chiati icdisorderpalieni nie interviews were 

can led out at three months, six months, nine months 
and tweh e months post disaster. 

Data .Analysts 

P,cv.-.lci.ce o|- psycl.MIric disorders .ond p,-,Hcnis of 
GIIQ score in both the groups were computed by using 
descriptne statistics and statistical test for the two 
propoitions was used to obtain P-value. 

Results 

■All the subjects in both the groups could be contacted 
as their mobility was almost confined to their 

51) Populations Chnnictcristics 


houscs/tentments oralihrTmirTr'HZ 

Theycooldeasdybe::::!;:,^^:™:^^ 

of 378 subjects m the study group most of th.> ^ ‘ 
illiterate, unskilled. Muslim adults, with labour livesTocT 
breeding and minor agricultural activities like erZin^ 
com as their mam occupation. Femaic.s were nmstiv 
engaged in household activities besides helping 
m cattle grazing and agricultural activities. The ol ,' o 
educated males, one a graduate and the other a matricuhtP 
were serx ing as government teachers in the loca I scS 
Majomy of the children were attending a TeS 
e.stablishcd ni a tent in the locality ^ 

rite control group had almost similar socio 
demographic proHle as the stt.dy group except fol n 
slight belter literacy and economic status. 

subjects in the study group and 
-7.02/O n-50) m control group had positive GIIQ-i? 

scores. Though al of them did not fulfill criteria for inaior 
psyJiiaInc disorders, the high scores did point towards 
ugh prevalence of psychological distress, with symptoms 
like loss of concentration, sleep, appetite, irritability los 
control, depressive feelings etc being veiy common 


Tale I : Population characteristics of study and control groups 



b) SanipleCharactcristics 

Table2:Sampleselection and attrition in target sample 


Study group 

ll 

498 


Total No. of sampling un its(households) 

No ofindividuals 
I oiai iNo. 01 individuals who could 
be included in the study 
(GHQ- 12 administered 
No. of subjects who couldn't be included* 

No. of subjects screened +ve 

on GHQ- 12 | 218(5 7.65%) 

*i) subjects below 8 yrs , ii) Could not be contacted, iii) Did not consent 
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c) GHQ Score 

Table3: GHQ scores ofstudy group and control group 



d) Mental Health Morbidoly 

Table 4a: Psychiatric morbidity in study and control group at 1 -year post disaster 


Psychiatric disorder 

Study group (n=:378) 

Control group (n=l 85) 

Present 

130{n=34.39%) 

26(14.05%) 

Absent 

247(65.60%) 

156(85.95%) 

Total 

378 

185 


P=0.000 


e) Pattern of Psychiatric Disorder. 


Table 4b: Pattern ofpsychiatric disorders in study sample at I year 



Study group 

(N=378) 

Control group 

(n=185) 


MDD 

54(14.28%) 

18(9.72%) 

P=0.]07 

PTSD 

70(18.51%) 

02(1.08%) 

P=0.000 

Pain disorder 

04(1.058%%) 

02(1.08%) 

P=0.980 

Conversion 

02 (0.52%) 

04(2.16%) 

P=0.4I9 


Overa period ofOne Year 


Table 4c: Pattern ofpsychiatric morbidity overa period of 1 year 



Total N o. of cases* 
PTSD 
MDD 


Panic disorder 
Conversion disorder 


125 

75(60%) 
37(29.6%) 


10(8%) 

03(2.4%) 


92 

60(65.2%) 
25(27.17%) 


9 months 


152 

105(69.07% ) 
40(26.31%) 


06(3.95%) 

m(0.65%) 


1 year 


130 

70(53.85%) 

54(41.54%) 


jcontrol Group 
1 year 
U 

02(7.69%) 
18(69.23%) 


04(3.08%) 

02(1.53%) 


02(7.69%) 
04(15.38%) 


04(4.35%) 

03(3.26%) 

* vaiying number of cases at different visits was due to drop out/ remission/relapse/addition of new cases 

As is evident from the table (4c) post traumatic stress disorder and major depressive disorder formed the major chunk of 

patients over the period of one year, in spite of the vaiying number of subjects (cases) due to dropout, remission, relapse 
and addition of new cases. 
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pattern of Psychiatric Morbidity in Shidy SamDie" 
Discussions 

Besides immediate dead, a„d destruction, the short 
and long-term psychological consequences of disasters 
have been recognized forlong^ As compared toman made 
diMsters, namral disasters occur suddenly, usually 
withom warning and kill a large number of people in 
defined or limited geographical area over a limited period 
of time. Irrespective of whetlier natural or man made, the 
collective soc^ suffenng resulting from disasters require 
a. supreme effort by individuals, communities and even 
entire societies to overcome'.’ Findings available so far 
regarding the mental health effects of disasters reveal that 
the majonty of persons exposed do well, suffering only 
from mild transitory symptoms.*' but a detailed research 
about the sizeable proportion of survivors who develop 
psychiatnc morbidity after disaster exposure is certainly 
warranted taking all the nsk detriments and vulnerability 
into consideration. The emeigiiig evidence that tlie loss to 
the individuals and the destruction of Uie community are 
inter-connected, [with worse outcome in persons 
belonging to the communities with severe destruction and 
siiflenng severe personal losses], additionally reinforces 
the need.'" Our study sample comprises an impoverished 
marginalized, socially backward class of mountain 
dwellers, with a possibility of disproportionately adverse 
psychological impact. The observations made so far while 
dealing with their trauma are likely to guide us better in 
understanding the needs and appropriate methods of 
sen ice deliver>' for Kashmir earth quake survivors who 
are a part of the same socio-cultural system, traumatized 
by a natural disaster of an other kind. 

Wliole of the village was destroyed by die snow storm 
with at least one death in each house-hold. Most of the 
surv'ivors had a near relative dead in the disaster. The 
realization that 3-4 times higher disaster related deaths 
and about 40 times higher affected population rates in 
dev eloping countries as compared to die dev eloped world 
has led to recognition of the consequences of disasters as a 
serious health problem demanding not only provision of 
physical needs like shelter and food but psychological 
rehabilitation as well" Paucity of data available from the 
developing world on the psychological consequences of 
natural disasters following December 2004 Tsunami in the 
Indian ocean region led to unprecedented enthusiasm 
resulting in mobilization of a lot of resources and man 
power to study the mental health consequences of such 
disasters. Occurrence of repeated natural disasters during 
the past few months all over the globe including 
hurricanes 'Katrina' 'Rita'.' Williams’ in U.S. A. and Brazil, 
floods in many other parts of world and the latest one in 
South Asian region as a killer eartliquake of October 8. 
2005. fiirther highlights the need to study the short term 
and long term psychological sequelae of these disasters. 
Tlie importance ofpsycho-social consequences need to be 
recognized at the earliest so as to develop appropriate 
policy with rele\ant plan of action and integrate it into the 
overall disaster management strategy to meet the mental 
health needs of die disaster effected population.' As 
revealed by our study the GHQ scores are positive in 
57.67% of smdy population compared to 27 02% of 
control sample fP=0.000), which in dicates high 
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^evalcnce of psychological suffering and nsvehinT" 

The prevalence of psychiatric disorders in the stndv ^ ’ 
of our sample is much higher than any of die sS’’ 

the high post disaster prevalence of psychiatric nrohr 
Exposure to disaster leads to increased morbidity ofvarTcd 

snS " fP«"‘‘ing besides other factor on 

spatial and temporal dimensions of the nartimi 

disaster-^ Though the pattern of high mUialCrf 

distress declining over time has been reported consistenllv 

by various longitudinal studies”, up to 75% of victims 

dunng the first few hours or days after the event have iZn 

Bv °2 to 7° 'lisaster reactions” 

By 2 to 3 monlhs there is usually a considerable decline 
With a progressive reduction over tlie first year" A 
reported in our other study", dunng the initial post disaste 
penod we ^so observed a very high rate of post disaster 
reactions. Gnef was universal in tlie first week after 
disaster and lessened as the weeks passed by A hiuh 
prevalence of core trauma symptoms, somatic complaints 
anxiety symptoms during the first few week^s also 
gradually decreased with the passage of time in the 
majority of cases. However, in a sizeable number of 
surviv ors not only did symptoms like suicidal ideations 
avoidance symptoms, somatic complaints and anxietvi 
symptoms continue, but also increased. A clear cut 

symptomatology of various psychiatric disorders clearlv 
emerged after initial 3-4 montlis prtiod. ^ 

In case of natural disasters like snow storm and earth 
quake, the threat and destruction is not spread 
honiogenously in the geographical area but areas nearer to 
the disaster site get severely affected while as distant areas 
are affected only marginally^ We have also had similar 
observ'ations during the past 4 months post disaster service 
and follow up ofthe worst ever Kashmir Killer earthquake 
of October 8, 2005 victims in the population of both the 
distncts of Kupwara and Baramulla (unpublished) The 
dose response relationship between the severity of 
exposure and subsequent psychopathology results in 
varied rather than uniform prevalence rates”. TTie 
probability of development of posttraumatic stress 
disorder due to natural disaster has been reported to be 
about 23.9% in males and 19.7% in females”. Our study 
reveals the prevalence of 18.51% PTSD in the study 
population compared to only 1 .08% in control population 
{P=0.000). Major depressive disorder forms the next most 
common diagnostic entity of 14.28% in study group 
compared to only 9.72% in control population. These 
findings are in agreement witli other reported studies from 
other parts of the world, which revealed PTSD to be the 
most prevalent disorder after exposure to a disaster"^” 
Prevalence rates of PTSD ranging from 1.5% in 
population affected by Hurricane Andrew”, to 67% in 
Armenian earthquake victims have been reported" Our 
study also reveals that out of the psychiatric patient group. 
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was the major diagnostic disorder with rates of 
Tn®/ 65 2 %. 69.07% and 53.05% at 3 months, 6 months, 9 
and 1 year after disaster respectively in the study 
"Innlation. Similarly, major depressive disorder stood at 
796 % 27.17%. 26.31% and 41.54% after a period of 3 
^ onths, 6 months, 9 months and 1 year post disaster, 
^ oectively. Norris reported that in developing countries, 
Iter exposure to natural disaster PTSD was found in 8 1 %, 
MDD in57%. generalized anxiety disorder (GAD) in 1 9% 
f the sample population”. Our study also reveals almost 
°nifonn prevalence of PTSD and MDD over one year with 
”li ht increase in PTSD prevalence at 9 months and 
^ncrcase in the MDD prevalence at one year, which besides 
due to continued adverse socio-political conditions might 
be due to the harsh environmental conditions and lack of 
per physical rehabilitative measures. Also the onset of 
winter and the earthquake precipitated the symptoms and 
led to a relapse in patients in remission and onset of 
delayed psychopathology in some. Besides, dose response 
relationship, many other vulnerability factors are 
important for interaction between disaster exposure, 
mediating factors and psychopathology*'. Displacement 
of survivors to other areas, housing them in tentments, 
unemployment, in activity and lack of recreational 
possibilities, favoring dependency in survivors and 
breakdown of traditional forms of social support are 
known to contribute significantly to mental morbidity”. 
One more reason for the persistence or increase in the 
prevalence of psycho-pathology may be due to breakdown 
in social support and family cohesion as due to lack of 
physical rehabilitatioh and harsh winter mariy families left 
the tentments and shifted to other places. It is well known 
that support from family and friends to disaster survivors 
leads to improved recovery”, as psychological 
consequences of disasters especially in developing 
countries are known to be worst for subjects who are 
alone”. Another reason for increased psychopathology 
may be the poor socio-economic and educational status of 
the survivors which is a risk factor for development of 
posttraumatic stress disorder** perse. 

Self-strength has been reported to be one of the 
important predictors of psychological morbidity in post 
disaster situations**. Due to a lack of employment, and 
initial dependence reinforcement by various relief and 
rescue agencies followed by complete abandonment, the 
dependent disaster population was exposed to changed 


realities of life, contributing to persistence or increase in 
psycho-pathology. This is contrary to the natural course of 
PTSD in other disaster populations where it was observed 
that after 3 months, 53% of patient population recovered 
and after a period of 1 year only 15-25% of patient 
population had diagnosable psychiatric morbidity”. In 
study on Spitak earth quake survivors, Goenjian 
concluded that inability to rehabilitate the people by 
various agencies potentially correlates with high 
prevalence, marked severity and protracted duration of 
post traumatic stress disorder. Thus these modifiable, but 
unmodified, secondary stressors compromise the 
survivors capacity to adapt after disaster.** Similar was the 
case with the survivors of our study where, what the 
concerned promised in public, they could not give in 


Except for the initial I -2 months after 
knee jerk response relief agencies surrounded them, the 
survivors' real immediate and future concerns were never 
secured. They were abandoned, given false hopes, made 
dependent, their innate coping weakened, social fabric 
disrupted and ultimately to their agony fragmented. Post 
disaster, living bereft and impoverished in itself has been 
no less traumatizing in view of unfiilfilled promises, 
deplorable living conditions in small tents even in 
temperatures, uncertainty about Uie safety of self an 
significant others and despite all this a sense of 
helplessness regarding the current happenings. Although 
ftinds were allocated for the relocation and rehabilitation 
of the survivors on government owned land, at a much 
safer and central place (Kansloo). the lower rung officials 
successfully impeded tiiat process. Ultimately, most of 
them were relocated to an adjacent mountain, a 
topographically even more precarious site, where another 

disaster waits to befall tliem. 

Claims of psychosocial rehabilitation, which are 
mouthed loudly by all concerned during the initial days of 
disaster, remain a distant dream for most of the disaster 
survivors. Rehabilitation plans have failed on all fronts. 
Social rehabilitation, which was claimed to be pursued for, 
has remained an elusive target. Despite a very high 
psychiatric morbidity, no definite plans have been 
conceived by the concerned authorities, and what remains 
to come in future for the survivors would hardly be a 
surprise. 

Febl9, 2005 Snowstorm Tragedy: Lessons for Oct. 8 , 
2005 Earthquake 

The population living at Waltengo was already a socio 
topographically isolated and economically susceptible 
one. This from the outset increased their risk for poor 
mental health is in complete agreement with the 
observations made recently by Patel, et al. This 
predisposition was brought to the fore -by the snowstorm, 
tragedy and psychiatric morbidity rose to the very high 
levels, as revealed by our study. This scenario when 
considered in the light of the fact that much of the 
population in Kashmir lives under similar predispositions 
m^es advance presence of a module for psychosocial 
rehabilitation mandatory. Its importance is further 
understood in the light of the October 8, 2005 earthquake. 

Psychosocial care means not only emotional support, 
but effective help, suggestions and education besides 
many other things.” It is aimed at helping people with 
emotional support till their own coping take over 
successfully. 

Post-disaster survivors are charged with a mix of 
disbelief, anger, grief and frustration, which they need to 
ventilate. Supportive listening without excessive probing 
into the event and associated feeling is extremely helpful 
to relieve survivors of their emotions. The mere presence 
of the empathetic listening can give a lot of relief to the 
survivor, provided they are allowed to speak comfortably 
Educating the survivors about the effects of disaster on the 
mental health and differentiating normal from abnormal 
reactions, not only re-assures but also facilitates help 
seeking for severe reactions and early treatment for 
psychiatric disorders, if they emerge in future. 
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Disasters adversely afTect and overwhelm the day-to- 
day stress coping mechanisms of survivors. Appropriate 
psychological support can remarkably cnJiance die 
capacity to regain the power to resolve problems This can 
be achieved by helping survivors to get back their 
cognitive skills, which are of immense help in preventing 
futiu’e psychopathology and associated disability. In this 
regard, spiritual help Iroin faith healers, clergy and 
respected elders of the community' was of immense help in 
helping survivors to come to terms and live down the 
trauma. Spirituality' is a strong tool to reinforce resilience 
among the survivors and cope with various dillficullies 
through the course of trauma. Eastern religions leach 
inevitability' of fate, which helps survivors to accept and 
live bey ond trauma. Our other studies have revealed that 
reselling to religion happens to be the most often used 
coping method for dealing with the problems and intense 
emotions of trauma in our society^' Similar observations 
have been made by the recent studies in mtenially 
displaced people of Chechnya^*. Its effectiveness in 
lowering stress related responses have also been prov en by 
studies m Israel.” Tlie beneficial effects of spiritual 
intervention have further been substantiated by the 
observations made in the other parts of the world. 
Following the recent hurricane. 'Katrina', it was obsen ed 
that religious involvement was the mainstay for hope and 
peace." Russell DSouzaand Bruce Singh (2005)analyzcd 
the mental health challenges while working within the 
disaster area of Srilanka following Tsunami Their 
observations about the role of religion, spiritualitv and 
rituals in enhancing resilience, coping and understanding 
the meaning of the trauma in this perspectiv e. strikingly 
matches vv iih what we hav e been seeing among the trauma 
victims and snowstomi survivors in Kashmir". Spiritual 
involvement in the survivors of Waliengo also involved 
allachment to. and obedience of local clergy' (Imams) and 
spiritual leaders (/’//■) In many cases extreme avoidance 
and numbing of even desperate cases was significantly 
reduced, within a few sessions of advice and counseling 
by them. Integrating spiritual components as an integral 
part of the psy chosocial interv ention was rewarding in the 
iiKinagcmcm of many patients w ith severe post disaster 
psychopathology" Spiritual healers (/wr.v) and clergy 
{imams) have a central role in this process among 
socioeconomically depnved. and educationally backward 
people, vv ho in the complete absence of any mental health 
care services hold the pir m high reverence"’. 
Psychotherapeutic intervention through the medium of 
spinuialily actually contains some essential elements of 
cognitive behavioral therapy including infonnal 
administration of elements of prolonged exposure, stress 
inoculation therapy and cognitive refraining. As pointed 
out above, there is globally an increasing recognition 
among mental health professionals that many patients 
consider spiriniality' as a primary human dimension. 
Spiritual beliefs and practices along with social, 
emotional, physical and cognitive aspects are getting 
included in the current concepts of coping strategies 
Recommendations for incorporating spirituality as a core 
constituent of coping resources assessment or relapse 
prev ention work for traumatized populations are getting 



by day'"’ For appropnate prac.icc of fo;;;;;; 
models of cognitive belmvioral therapy in non-westem 
societies, the, r ground realities are of in„nen,,e important 
.and stressed upon by international trauma experts also 
Recently Foa (At the symposium “ After thc^sunami' 
Mental health challenges to the cotnmiinity for today and 
totnorrow held Feb 2-3, in Bangkok. H, a, hand) ,ii,red 
out that the methods (OBT) that have been us^, 
Untied Slates and Israel, and even in Japan and Korea may 
need to be mod.fted to meet the requirements of counS 
affected by the Asian Tsunami niis will entail ihe nsT^f 
training methods to enable large number of mental heahh 
professionals to be trained together .and enable the Irainino 
of paraprofessionals” 

Various other interventions in tlie fomi of relaxation 
methods, guided imagery, systematic dcsensilizaiion 
cognitive refraining and sleep hygiene are quite helpful in 
alleviating the post disaster reactions includine 
psychopathology. Supervised pharmacological 

intenenlion may however, be necessary- in cases of severe 

post disaster reactions and mental disorders, which fail to 

respond satisfactorily to various psychoiherapcuiic 
interventions. 

While planning and implementing psychotherapeutic 
interventions, cultural and individual factors must be 
considered. Culturally accepted relaxation and 
recreational methods like street plays and social 
congregations arc quite helpful in dealing with stress of 
emotional reactions and help survi vors to identify loss at a 
higher plane and as a common one. Similarly, vocational 
interest of different individuals in the society must be 
identified and these interests externalized by engaging 
them in productive activ ities so that mental energies arc 
channelized in a healthy fashion. Lack of updated 
infonnation and biased assumption based decisions lead 
not only to a wastage of time and resources but also result 
in investment in interventions that have detrimental 
consequences/' 

Tlie results from the study on siiow’ stonn survivors 
and the various possible psychotherapeutic interventions 
sene important lessons to the policy makers, as they 
embark upon the challenges of social rehabilitation and 
psy chotherapeutic interventions in October 8 earthquake 
siin ivors. The quake area of Kashmir being just 100 
kilometers away from snovvstonu site shares much willi it 
in terms of topography, the people, their living and coping 
strategies, the administrative setup and the general 
inclination of NGO's. 

In conclusion the study reveals that psychiatric 
morbidity in disasters victims is as prevalent and 
persistent here, as elsewhere in world, with PTSD forming 
the predominant diagnosis. There is need for further 
longitudinal studies to evaluate post disaster 
psychopathology, modes of intervention need to be 
e\ aluated and standardized according to local needs of the 
population. In addition the physical rehabilitation, it is 
extremely important to limit the further development of 
psychopathology 

( inm faceJ orphans with vacant eyes 
uiJows nho have hidjoyadten 
Suivivorsqfthat fateful night 
\vhen death in guise of snow and ice 
ihai solitary hamlet entonihed . 
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f It is difficult not to empathize with those 
traumatized children who seem to have lost forever 
the carefree innocence that is their right. Their lives 
have been scarred by experiences so horrifying that 
they are unable to emerge from their despair 
without help. 

The haunting demons of memory wreak 
frightful vengeance on their frail psyche. Trapped 
as they are in the whirlpool of relived experience; 
bewildered and frightened; they are agonizingly 
alone in their pain. 
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PAEDIATRIC PTSD: CLINICAL PRESENTATION, TRAUMATIC EVENT^ 
AND SOCIO-DEMOGRAPHIC VARIABLES - EXPERIENCE FROM A 

CHRONIC CONFLICT SITUATION 


Akash Yousuf Khan MBBS and Mushtaq A. Margoob MD 


In the context of cu^ent turmoil prevalent worldwide, no age group is immune from exposure to trauma and its 
consequences The ejects of trauma in terms of psychopathology are well understood in the case of adults while as in 
the case of children they have only recently begun tobe understood In a turmoil situation, civilian casualties have been 
found to ou number military casualties by 3: 1 . with a majority of these occuring in the developing world About hairof 
these casualties are likely to be children Besides, conflict hampers their education and adversely impacts their social 
moral, intellectual and emotional development One such clinical manifestation is childhood PTSD This studv was 
conducted on 100 cases of PTSD m children, in the age range of 13-16 yrs, in Govt. Psychiatric Diseases Hosoital 
Snnagar The most common traumatic event experienced was witnessing the killing of a close relative (49%) followed 
by finessing Ihe arrest and torture of a close relative (15%) The commonest symptoms were somatic complaints 
followed by conversion symptoms Early recognition and treatment of childhood PTSD will go a lono wav in 

safeguardingahealthychildhoodandpreventingproblemsduringadulthood » 7 " 
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Introduction 

New concepts emerge with the march of time. Over 
decades tlieir origins have been challenged to be 
substantiated historically and scientifically with 
evidence obtained from human endeavor. 

Millions of children are exposed to traumatic 
experiences each year. A significant number of these 
traumatized children develop a clinical syndrome with 
significant emotional, behavioral, cognitive, social and 
physical symptoms called Post Traumatic Stress 
Disorder(PTSD).' 

Although PTSD symptoms have been identified in 

adults for more than a century, recognition of this 

disorder in children only began to emerge recently. 

Descriptive accounts of children traumatized by the 

London blitz during World War II, of kidnapping and 

subsequent burial of children in their school bus, and of 

children exposed to a fata) school yard sniper attack were 

published by Anna Freud and Dorothy Burlingema; 

Lenore Terr; and Robert Pynoos; Kathleen Nader and 

% 

Associates respectively ‘ 

Traumatic events can ha\e a profound and lasting 
impact on the emotional, cognitive, behavioral and 
physiological functioning of an individual.^ While 
described originally in combat veterans; a high 
percentage of rape victims, sexual abuse victims, 
surv i\ ors of natural or man made disasters and witnesses 
to violence also experience symptoms of PTSD*''‘’'nie 
largest group of victims of these traumatic events are 
children. 

Research studies in recent years have confirmed that 
PTSD and its inlierent co morbidity occurs not only in 
adult victims of traumatic life events but in children 
across the age spectrum / 
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Despite a high number of traumatized children, the 
clinical phenomenology, treatment and 
neurophysiological correlates of childhood PTSD 
remains under studied. TTie clinical phenomenology of 
trauma related nueropsychiatric sequelae are poorly 
characterized. ""The least characterized arc very young 
children and children witli multiple or chronic traumatic 
events." 

Children’s initial response to trauma is often 
characterized by physiological and behavioral arousal 
and when the trauma is ongoing the response may 
become complicated by dissociation.*"* 

A key complication in studying and treating trauma 
related nueropsychiatric problems in children is the 
complex and varied clinical presentation that may result 
following acute or chronic trauma. 

Children form 40 percent of the total population in 
developing countries, where as they constitute only 25 
percent of population in developed countries.'* The 
recognition of psychiatric problems in children by adults 
is important, as it is tliey who determine whether and 
where consultation and treatment will be sought.'^ 

Despite the scope of this serious public health 
problem relatively little research has been dedicated to 
this area. Some initial steps towards understanding of 
childhood trauma, descriptive and clinical studies, have 
begun recently. Tlie assessment of qualitative or 
quantitative states of such a phenomenon can 
significantly contribute to the understanding of trauma. 
To the best of our knowledge there are no published or 
detailed studies on stress related disorders available so 
far from India except a few national and international 
conference presentations. Tlie paucity of literature on 
PTSD even among adults in the de\ eloping world has 
been time and again discussed in various national 
forums.*^ Given the circumstances, prevalent in 
Kashmir, owing to a situation of chronic conflict such a 
study is warranted. 

Methodology 

This study was carried out in the Psychiatry 
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D^epaitment of Govt. Medical College, Srinagar al 
Psychiatric Diseases Hospital. This 1 00-bcdded hospital 
is tlie sole psychiatric facility catering to the needs of the 
whole Kashmir valley, Leh, Kaigil and some adjoining 
areas of Jammu Province. 

A total of 100 patients (n=100) were studied. Tlie 
sample comprised of 100 consecutive cases of 
posttraimiatic stress disorder (PTSD), only one case 
from every individual family seeking treatment in the 
outpatient department of the Hospital from April 2003 
onwards was taken up for study. Patients were diagnosed 
according to DSM IV laid down criteria. After taking 
detailed history' and mental status examination patients 
were screened for any associated medical problems. 
Patients were selected on die basis of inclusion and 
exclusion criteria. 


Inclusion Criteria 

1) Age 3 years - 16 years irrespective of sex were 
included in the study. 

2) Patients widi common psychiatric disorders like 
depression, other anxiety disorders and substance 
use disorders were included in the study. 


3. Soclodemographlc Profile 

a)Age 

Age in years 

<6 

6-10 

11-15 

>15 


Percentage 

4 

32 

61 

3 


b)Sex 

Sex 

Females 

Mates 


Percentage 

60 

40 


c) Residential Status 
Rural/ Urban 
Rural 
Urban 


Percentage 

67 

33 


d) Socioeconomic Status 
Socio'cconomic class 

Middle class 
Lowerclass 


Percentage 

25 

75 


Exclusion Criteria 
j) Tliose who did not consent 
li) Age less than 3 years 

iii) Age> 16years 

iv) Those with co morbid psychiatric disorders like 
autistic and other psychotic disorders. 

v) Those with co morbid medical conditions including 
cerebral palsy, epilepsy, congenital genetic 
disorders, deafness, mutism. 


Results 

The clinical presentation, traumatic events and socio 
demographic profile of the cases in the study was as 


follows:- 

1. CLINICAL PRESENTATION 

SYMPTOM %AGE 

Somatic complaints 

(Headache, stamachache, palpitations, 
Breathlessness, decreased appetite 64 

Episodes of loss of consciousness/ 
conversion reactions 50 

Irritability/Outburstsofanger 32 

Decreased School performance 22 

Loss of interest and pleasure 1 8 

Stammering 04 

Enuresis 03 


Z TRAUMATIC EVENTS 

%AGE 


Witnessing killing of close relative 
(Parents, Siblings, Uncle, Grandparents) 49 

Witnessing arrest and torture of 
close relative 15 

Witnessing night raids 11 

Caughtup in crossfiring 14 

Beaten Up/Tortured 4 

Hearing aboutkilling of close relative 7 


e) Family Status 

Family 

Nuclear 

Joint 

Extended 


Percentage 

33 

60 

7 


f) Educational Status 

Education 

Students 

Illiterates 

Preschool 


Percentage 

80 

17 

3 


Discussion 

A variety of circumstances call for assessment of 
pediatric PTSD, including referral to mental health 
clinics and identification of children at risk for 
developing PTSD after exposure to large-scale traiunas 
such as natural disasters or witnessing violence in 
schools.^ 

The changing nature of the warfare over the last 
century has revealed an increasing trend of specifically 
targeting civilian population all over the world. Civilian 
casualties now have been obser\ed to out number 
military casualties by a ratio of 3:1". Majority of such 
civilian casualties over recent years have been 
experienced in the course of conflicts within the 
developing world*', with approximately 50% of such 
casualties likely to be children '. Besides the direct 
experience of traumatic events such situations also 
affect children through the influence on family 
functioning. The fiindamental routines, rhythms and 
meanings of the society within which a cliild is being 
socialized are also seriously affected by chronic conflict 
orwar“. 

In addition to disrupting their education the closure 
of schools as a result of conflict is increasingly being 
recognized to haxe generalized negative consequences 
on the social development of children. The social, moral. 
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Clinical Vignette 

Nine year old girl. 4th atnong six siblings, bom without anv complications, fivm Poonch Phari/Ilrd,. 
grade w a Government rvn school, lower socio-economic backgi-ound. Muslim wa^een in the of 3rd 

.heflrs, ccntac, of, he CM The sou,ee ofk,s,o,y .-as ,he ch,S her mMer:,Z„}ZaV^^^^^^ 

The child had been brought to the hospital with the complaints that she was aetHna r, 

chest pain and headache. As the history unfolded, the patient was apparently alright onLnd a half^arsb^cMen £7™'“'^”’ 
her father to his workplace in a nearby locality where he was nmninga small tea shop to make his livelihood and 

his wife. On d,e same day suddetdy cross f, ring, ook place in the weinity of, he^hop. She was, n, he 

On listening to the gun shots she got terrified and came downstairs running to her father but to her dismavh^f^Zff^ i 

jan- her father on the ground in a pool of blood. She fainted as seeing the d^aded surroundings She reeai/edL^r^ 

police station whe^ the official formalities were being completed. She was in a state of daze wheTthe dead boiwc^7aZ°!^^l','l',!'" 

TT.u » tit" f "f f "T ofl<"MI>cr besides few police cofs he taThd 

reached the v.llage all, he people ,n the locality jsembled. On seeing her sisters and mother crjing. she also Lried%intAs,^^ 

late hours of the n.gh, so bunal w^ deferred till morning. 15 days after the incident patient started with eU^^^on 'Tr 

co^c,ousness.fa,,g.eches,pa,nandheadachea,,dwouldverba,iseno,hingelse.Shewas^mp,oma,icand,Ln,TalZa^^^^ 

after gmng some med, cation and re-assurance, the patient was discharged. She was treated by many local docto^ but w thoTt Zt 
help. After getting no re^f of symptoms, the fam.ly was finally advised, o mke the patient to the tertia^ care institide ofKZnZfra 
posstbthty Y some card, ac admen, which m.ghtneed immediate interventions. After all the in7es,iga„ons of the child bv Z 

1 "T,^ ■ psychiatric consultation. The child was brought to the second Tuthor 

(hfAM) who has been worhngwith the traumamed cases overpast more than 1 5 years. As the mother of, he child put it ThZhZ, 

vtst,. we were lucky that my chtld was seen here, this tieatmen, brought wonders. The child was free of symptoms wUhin sixweehami 


As per the hstory and the revieyv of the available treatment records, during her initial period of illness she had d^nfrinr^.A 
characteristic PTSD symptoms including intrusive images, recurrent frightening dreams, when she would getup frighLed^i 
sweating, headache, palpitations, tremors; avoidance of the place where the incident had happened: avoidance hhegr^evard 

herfatherwasburiedasxveUasofiheconversationsrelatedtotheevent.Shehaddevelopedinsomnia.hvper.vigilanceirritabilltv 

A dia^osb of PTSD had been made. Treatrnent consisted of both pharmacotharphy and psychotheraphy. Pharmacotharvhv 
involved Tab. Sertahne 25 mg for first week with iteration to 50 mgs after two weeks. Psychotheraphy included psycho-education 
anxiety' management training and exposure. The family members were involved in all the steps of the treatment programme The child 
xvas symptom free on regular medication with 6- 1 0 weekly follow up. The medicines had to be continued as whenever she would stop the 
drugs, the symptoms would re-emerge effecting adversely the studies and over all funcHoning of the child. However inspite of the 
medication the girl had relapse of PTSD symptoms though not so severe as before immediately after the 8th October. 200 5 devastaiinfr 

earthquake. ^Ithmoreftvquentpsycho-therapeuticandcounselingsessionsandincreasingmedicineioJSmg/dayfacilitatedearlvre- 

mission. The child at present is going well. ^ 


intellectual and emotional aspects of children face a 
cumulative adverse impact of various disriiptinu 
mechanisms m a society at war"'. Childhood is the 
foundation period upon which subsequent adaptation 
depends ' Research outcome has consistently suggested 
that children can remain remarkably well adjusted as 
individuals even after experiencing the most adverse life 
circumstances" 

EfFicienl identification of traumatized children at risk 
would allow clinicians to focus limited resources on these 
children who are most in need of clinical attention Tlie 
present study assessing the clinical presentation, traumatic 
events and socio demographic variables of cliildren and 
adolescents seeking treatment from the out-patient 
department of the sole Psychiatnc Diseases hospital of 
chronic conflict afTected Kashmir valley, is one of the first 
of its kind from an area witnessing political turmoil for 
more than a decade This study needs to be seen in the 
background of the socio-cultiiral milieu of our place, 
which IS in contrast to the west, from where most of the 
studies related to traumatic stress have been done 
1. Clinical Presentarions 

Maximum number of cases in the study had more than 
two presenting complaints. Majonty (64%) of cases 
presented with the complaint of somatic complaints (i.e. 
Headache, stomachache, breathlessness, palpitations, loss 
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of appetite, and insomnia), followed by (50%) episodes of 
loss of consciousness/ conversion fits; (32%) 
irritabilit>'/oulbursts of anger; (22%) decreased school 
perfontiance. (18%) loss of interest and pleasure, (4%) 
with stammering and (3%) with enuresis. Findings of this 
study are in agreement with a study conducted by Farhood 
cf ai (1993) from the Middle cast during Lebanese war 
where they found considerable prevalence of somatic 
symptoms, such as headaches in both male and female 
children. * Similar findings were also reported by Baker 
(1990) in a study conducted on Palestinean children liv ing 
in the W'esi Bank where he concluded that psycliosonialic 
and behavioral problems were predominant. Abu Hein ei 
al. (1993) found a high rate (25%) of conversion fits in 
Palestinean Children living in the Gaza strip and exposed 
to traumatic events during war‘‘ These studies indicate 
that there may also be culturally deicmiined variations in 
the presentation of anxiet>' or trauma related disorders, the 
findings of clinical presentation in our study may reflect 
culturally detennined variations. 

2. Traumatic Event 

Of the six possible exposures, every' child endorsed 
one traumatic event. The majorit>' (49%) of the cases 
endorsed witnessing killing of a close relative (i e. father, 
brother, uncle, grandfather) followed by (15%) witnessing 
arrest and torture of a close relative. (11%) witnessing 
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ht raids, (14%) caught up in cross firing, (4%) beaten 
"[f/ tortured and (7%) hearing about killing of a close 

S^'^Socio-demographic Profile 

\ AaCofCflSCS 

Majority (6 1 %)ofthe cases were jn the age group of n 

15 years. Tlie reasons for tliis finding could be that Uie 
hildren in this age group have a higher chance of getting 
*^™osed to violence because they have to move out 
^^^rvday to attend their schools which in most of the cases 
^'^^cated away from the place of residence. The other 
^*^*^5008 for this finding may be that despite the continuing 
intensity war like conflict situation except the early 
ig90’s impact phase, the relative stability of the 
unity enabled the children to continue their 
^^^hooiing- The children suffering from PTSD may have 
h 11 detected in schools because of their deteriorating 
^^hool performance and behavioral changes. The findings 
^f our study are in agreement with an earlier study by 
Margoob. which reported that 66.67% of children 
from PTSD belonged to the age group of 1 2 - 1 6 

14 

years . 

M^ority (60%) of cases in our sample comprised of 
females and (40%) were males. Tlie findings are in 
agreement with findings of Kessler el and Breslau, el 
( 7 p‘who also observed that females have 2.32 - 2.49 times 
more likelihood of developing PTSD than men Tlie 
proportion of females in our study differs from previous 
studies conducted by Maigoob" and Zaffar, et al.'' In the 
study conducted by Margoob, the percentage of female 
patients suffering from PTSD was 66.67 %, the reasons for 
Uiis finding could be that the study did not look 
specifically for PTSD but for tlie overall pattern of child 
psychiatric disorders where presence of cases of PTSD 
was a significant finding. Tliis could have resulted in 
inadequate sample size of PTSD cases. In the study 
conducted by Zaffar et a!., the percentage of female 
patients was 53%. The difference in findings could be 
because of the fact that only chronic cases of PTSD were 
taken as sample and sample size was 1 67 cases in the study 
carried out by Zaffar el a! . 
c) Residential Status 

Majority (67%) of the cases in our study were from 
mral area and (33%) were from urban areas. Tlie reasons 
for this difference could be tliat violent incidents take 
place quite frequently in riu^al areas and besides this 
majority (74.9%) of the population in our state is from 
niral background*’. The other reason could be that the 
majority of patients who seek outpatient treatment 
facilities at the sole psychiatric disease hospital are from 
the rural areas. The finding of tliis study is in agreement 


with an earlier study by Margoob. that 

the patients belonged to rural areas and 33.33 /o belonged 

to urban areas'*, 
d) Socio-economic Status 

Majority (75%) of cases in our study belonged to lower 

class followed by (25%) from middle class and t lere was 
no patient from the upper class. Tlie reasons tor this 
finding could be that the majority of population seeking 
outpatient facilities of the hospital is from lower class as 
the consultation services are free of cost and tliere is 
another incentive in the fonn of free medicines rom 
hospital supply. The total absence of any case from upper 
class does not mean that children and adolescents from 
upper class are immune to PTSD but the reason for such a 
finding could be that parents of children from upper class 
prefer to get their children treated by private practicing 
psychiatrists rather than risking them get the association of 
stigma related to psychiatric diseases hospital. The 
findings of this study are in agreement with another study 
from our hospital where It was reported that majority oi 
cases were from lower socio-economic background . 
c) Family Status 

Majority (60%) of cases in our study belonged to joint 
families followed by 33 % belonging to nuclear families 
and 7 % belonging to extended families. The reasons for 
tills finding could be that majority of our sample was from 
niral areas, where the joint family is still the preferred 
family system. The findings are in agreement with our 
earlier study from this hospital where 59% ot cases 
belonged to joint families." 
f) Education 

Majority (80 percent) of cases in our study were 
students followed by ( 17 %) illiterates and 3% preschool 
children. Tlie reasons for this finding could be that the 
maximum numbers of cases in our study were in the school 
going age. Tlie other reasons for this finding could be that 
there is free education up to 8* class in govemment nin 
schools, as most of our cases were from lower and middle 
class families, they were studying in these govemment run 
schools. 

Studies carried out during the past decade have 
revealed tliat like trauma exposed adults; children can 
develop PTSD following exposure to traumatic ev ents . 
When assessed with the help of standardized methods 30- 
60% of child survivors of specific disasters are reported to 
develop PTSD“ 

It is being increasingly recognized that as a disabling 
disorder PTSD is prevalent in both developed and 
developing world child populations * An urgent need to 
develop socio culturally appropriate and clinically 
effectiv e interv entions in this age group, based on rigorous 
controlled trials, is warranted. 
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PTSD SYMPTOMS AMONG CHILDREN AND ADOLESCENTS AS A RESULT OF MASS 

TRAUMA IN SOUTH ASIAN REGION: EXPERIENCE FROM KASHMIR 


Mushtaq A. Margoob MD., Akash Yousuf Khan MBBS, Huda Mushtaq MA*, 

Tasneem Shaukat MBBS 

Exposure to traumt. has a lasting impact on thee, notional, behavioural and «|'e^pects 
To assess these elTects, a study was carried out on 56 children, d.agnosed with PI SD usn.g 

Govt Psychiatric Disease Hospital. Srinagar Thccliildrcn were m the age range ot 3-16yrs 1 he observations were 

ntadl imdcr Ir categories. T^nta. Re-txperiencing. Avoidance and Hyperarousal The -s. con.mon njo< o 
exposure to trauma was by witnessing it (75%) Commonest fonu of ^ 

distressing drcanis/nightmares(85.7l%). Avoidance of people and placcsrelated to theoiginal event was the maj<^^^ 

avo^rncemechanisin (85 1 7%) Most patients had an acute onset of PTSD (02 S5%). while most of the cases were 

diagnosedinthcchronicstagc(71 43%). indicatinga delay indiagnosisand treatment 

(JK-Prnctitioiicr 2006; l3(Siippl I ):S45-S48 


Keywords : Trauma, childhood PTSD, reexpcriencing, avoidance, hyperarousal, chronic P I SD. 


AdveTse e*arly life expenences. especially tr.iiinialic 
events can have a profound and lasting impact on the 
emotional, cognitive, behavioral and physiological 
functioiisofnnjndi\ idual for the whole ofhis life. Millions 
of children are exposed to traumatic experiences even in 
developed countries like USA which increases llic risk of 
developing PTSD in event of a (mumatic experience in 
adult life' each year'. The triad of symptoms following a 
traumatic experience has been termed as Post-Traumatic 
Stress Disorder (PTSD).‘ Approximately. 20 percent of 
individuals exposed to a significant traumatic e\cnt wilt 
develop (PTSD)^' and children may be at an even higher 
risk." 

Posttraumatic stress Disorder (PTSD) codified in 
DSM III in 1980 has been a subject of debate regarding its 
nature and origin. On the one hand tlicre arc those w ho say 
that tt is a timeless disorder, which has only recently been 
recognized, on the other are those who say that as a 
culturally determined diagnosis it reflects contemporary 
inlerpretati ons of trauma and memory. ’ 

Mental health professionals have recently begun to 
e.xainine (he prevalence of trauma exposure among 
children and (he effects of such exposure.''" This research 
reveals that traumatic experiences are common among the 
youth.'" Although there are no epidemiological studies on 
the incidence of post-traumatic stress disorder (PTSD) in 
youth, a number of studies lia\ e coin erged to suggest that 
traumatic events can lead to severe and debilitating PTSD 
in them with rates of PTSD \ar>ing greatly across 
studies." 

The high prevalence of PTSD in children traumatized 
by exposure to community v iolence or war trauma is well 
established. Macksoud and Abram (1996) found PTSD 
rates of 43 percent in Lebanese children upto 10 years after 
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exposure to war trauma." Among displaced Kurdish 
children in Iraq following the Isl Ciulf Wtir all had I* I SI) 
symptom reactions and 20 percent Itad PISD. Ser\us- 
Schreiber. etal. ( 1998) repoHed a 30 percent rate ofl’ I SD 
inTibetian refugee children in India.'" 

Historically childhood studies of trauma expanded 
from clinical case reports to sysietnatic comparisons using 
a ‘dose of exposure' design with inclusions of 
contemporaneous, comparison and control groups, ' 

Over the past decades, there have been ad\ nnees m the 
chamctcrization and investigations of posl-traumaiic 
stress studies in children and adolescents experiencing 
catastrophes. In 1987. for the first lime, the diagnostic 
criteria for posttraumatic stress disorder (P I'SD) included 
speci fie childhood presentations. ' 

DSM IV look a step forward with llic introduction of 
dc\ clopmenlal modifications to criterion .-\( experience of 
trauma) and the symptom cluster B criteria (Re- 
experience). Although syniplom clu.slcrs C (Avoidance 
and numbing) and D (Hyper arousal) have not had 
developmental modifications, each of these symptom 
cluster criteria must be met before diagnosis is assigned m 
children and adolosccnts.'' There is little empirical 
evidence that the tripartite clustering of symptoms that 
depict adult PTSD approximately chnraclerizc paediatric 
PTSD. To our knowledge so for just one study has 
examined the clinical importance of the occuiTcnce of 
symptom clusters in a paediatric population. ' 

A variety of circumstances call for a.sscssnieni ol 
paediatric PTSD. including refetral to mental health 
clinics and identification ofchildren at risk for developing 
PTSD after exposure to large-scale trauma such as natural 
disasters (^r witnessing \ iolence ' 

Efficient identification of traumatized children at risk 
w ould allow clinicians to focus limited resources on these 
children who are most in the need of clinical attention.' ' 

As recently pointed out by Shalev el al ' huge data is 
available on the psychological consequences of trauma 
experienced by individuals, but there are few studies on the 
acute and long tenn facts of mass trauma on victimized 
communities. Tlie greatest risk for PTSD among persons 
hav ing experienced mass trauma are those w ith significant 
losses or those without adequate psychological and social 
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resources.^' 

Kashmir currently is among the most vulnerable places 
for various psychological sequelae not only due to the 
recent natural disasters (snowstonn Feb. and earthquake 
oct.2005 ). but more so because of long standing conflict of 
more tlian 1 5 years. 


Avoid thoughts and conversations 
Diminished Interest 

Inability to recall an important 
aspect of trauma 
Senseof foreshortened future 


(24) 

(32) 

(06) 

( 02 ) 


42.85% 

57.14% 

10.71% 

3.59% 


Tlie main aim ofthe present exercise however is to look D. Hyperarousal 

for the problems like the one mentioned above among the Sleep problems 

children and adolescents who have been spending their Hyper-vigilance 

cltildhood days in a perpetual situation of mass trauma for Irritability/outburstsof anger 

more than a decade. Exaggerated startle 

. Difficullyconcentrating 

Method 


(48) 85.17% 

(38) 67.85% 

(32) 57.14% 

(20) 35.71% 

(14) 25% 


Tliis study was carried out on the PTSD patients 
seeking treatment at the Psychiatric Diseases Hospital, 
Srinagar of Kaslimir valley. Tliis hospital being the sole 
psychiatric disease hospital gets patients from all parts of 
the Valley. Therefore, the outpatient population does 
reflect to a satisfactory level the community scenario. 

Tlie sample comprised of 56 consecutive cases of post- 
traumatic stress disorder (PTSD). Only one case from each 
individual family seeking treatment from April 2003 
onwards was taken up for study. Patients were diagnosed 
according to DSM IV laid down criteria. After detailed 
history and mental status examination, patients were 
screened for any associated medical problems. 

Inclusion criteria 

1) Age 3 years - 16 years irrespective of sex were 
included in the study. 

2) Patients witli common comorbid psychiatric disorders 
like depression, anxiety disorders and substance use 
disorders were included in the study. 

Exclusions criteria 

i) Those who did not consent 

ii) Age less than 3 years 

iii) Age > than 16 years 

i v) Those with comorbid psychiatric disorders like autistic 
and other psychotic disorders, 
v) Those with comorbid medical conditions including 
cerebral palsy, epilepsy, congenital genetic disorders, 
deafness and mutism. 

Results 

The nature of traumatic experience and frequency of 
symptom cluster was as follows: 



(No) 

(%) 

A. Trauma 

Witnessed 

(42) 

75% 

Experienced 

( 10 ) 

17.85% 

Confronted 

(04) 

7.14% 

B. Re>experienclng 

Distressing Dreams/Nightniares 

(48) 

85.71 % 

Distressing recollections 

(32) 

57.14% 

Psychological re-activity 

(28) 

50% 

Feeling of Reoccurrence 

(04) 

7.15% 


E. Onset 

Acute 

Delayed 


(52) 

(04) 


F. Longitudinal course (as on first contact) 
Acute PTSD ( 10 \ 

Chronic PTSD ( 40 ) 


92.85% 

7.15% 


28.57% 

71.43% 


Discussion 

Tlie study of traumatic stress confronts clinicians and 
researchers alike witli a need to approach their subjects 
witlt a blend of objective science and awareness of socio- 
political contexts in which the trauma is embedded.^ The 
present study assessing the PTSD cluster symptom profile 
of children and adolescents seeking treatment for PTSD in 
turmoil affected Kashmir valley, is one of the first kind 
from South Asian region witnessing chronic conflict 
situation of more than a decade. 

Millions of children are exposed to traumatic events 
each year. Over thirty percent of these traumatized 
children have been reported to develop post-traumatic 
stress disorder.^ Despite high number of traumatized 
children, the clinical phenomenology, treatment and 
neurophysiological correlates of childhood PTSD remains 
under studied. The clinical phenomenology of trauma 
related neuropsychiatric sequelae are poorly 
charcterised■*■*^ Tlie least characterized are very young 
children and children witli multiple or chronic traumatic 
events^’. Children’s initial response to trauma Is often 
characterized by physiological and behavioral changes 
and when the trauma is ongoing the response becomes 
complicated by dissociation.^*^ ” 

Trauma not only ovenvhelms the individual’s 
psychological and biological coping mechanisms but also 
leads to drastic changes in the perceptions of the whole 
socio-cultural systems which may never be the same 
again. Death is a new experience for most ofthe children 
who might not know what to expect after the loss of a 
family member or fiiend. They may be confused or get 
frightened by the reactions of the other family membeis. 
more so in the event of a traumatic death.” In such a 
traumatic context the children can present with 
complicated grief and bereavement which can hamper the 
diagnosis of PTSD especially among younger cliildren 
who instead of displaying the core symptom cluster of 
adult PTSD may mask tliese underlying symptoms of 


C. Avoidance 
Avoidanceof people, places 
and related at^vity 


(48) 85.17% 
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hyperactivity, distractibility and increased impulsivity that 
are likely to get confused with ADHD thereby worsening 
the substantial challenges that PTSD poses to healthy 
hysical, cognitive and emotional development of 
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cliildren.^ 

niis study also needs to be seen in tlie background of 
tlie socio-cultura) milieu of our place which is quite 
different from the west, where from most studies related to 
traumatic stress have been derived so far. 

Cluster symptomatolog> 

a. Trauma 

Majority (75%) of cases in our study had witnessed a 
traumatic event followed by experiencing (17.855) 
and confronting (7. 1 4%) . The findings of our study are 
in agreement with the earlier study on PTSD in 
children and adolescents living in orphanages in 
Kashmir, conducted by Margoob et al, which reported 
that 77% of tlie sample had witnessed violent traumatic 
event.*" The findings of this study differ from one 
conducted by Zaffar et al. which was based on 
treatment seeking adult PTSD population and found 
tliat (50%) of cases had experienced traumatic e\’ent 
and only 35% had witnessed a traumatic event. 3 1 The 
reasons for this could oe difference in the age group of 
sample. 

b. Rc-expericncing 

Majority (85.71%) of patients in the study had a re- 
experiencing of traumatic event in the form of 
disturbing dreams/nightmares (57.41%) and 
distressing recollections. Tlie findings of our study 
differ from that of Cuffe et al. (1998), who reported 
distressing recollections as the most re-experiencing 
symptom. ’■ The reasons for the difference could be that 
the age group of patients in the study conducted by 
Cuffe et al. was 16-22 years while as the age group of 
our patients was 3- 1 6 years. 

c. Avoidance 

Majority (85.71%) of the cases in our study had 
avoidance in the form of avoidance of people, places 
and activities followed by avoidance of thoughts and 
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conversations (42.85%). The findings of our study are 
in agreement with findings of study conducted by 
Cuffe et al. (1998), that efforts to avoid thoughts and 
feelings and efforts to avoid activities that facilitate 
recollections of trauma are the commonest avoidance 
symptoms. The findings of our study differ from that of 
Carrion et al (2002). who reported that avoidance of 
tlioughts, feelings and conversations, were present in 
the majority (83.1%) followed by avoidance of places 
and people (59.3%) Tlie reasons for this difference 
could be due to the difference in sample size, cluster 
symptoms and traumatic events. In the study by Carion 
et al., 59 children meeting criteria for only one or two 
symptom clusters were also included in the study, in 
contrast to the sample of 156 children meeting criteria 
for all the three symptom clusters. 

d. Hyperarousal 

Majority (85. 17%) of the cases in our study had sleep 
problems/insomnia followed by hyper vigilance 
(67.85%) . Tlie findings of this study are different from 
those of Carrion et al, (1998), which concluded that the 
commonest hyper arousal symptom was difficulty 
concentrating (65.44%) followed by sleep problems 
(59.3%). Tlie reasons for this difference could be, tliat 
in our study the commonest re-experiencing symptom 
was distressing dreams/nightmares, which could 
explain, the increased cases of sleep 
problems/insomnia. 

e. Onset/Longitudinal course 

Majority (92.85%) of the cases in our study had an 
acute onset and (7. 15%) had delayed onset. Majority of 
the cases (71 .43%) were running a chronic course. The 
findings of our study are in agreement with study 
conducted by Margoob etal. where they concluded that 
majority of the cases had an acute onset of symptoms 
but where running a chronic course. 
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the children living in orphanages in KASHMIR: AN EXPLORATION OF THEIR 

NURTURE, NATURE AND NEEDS 


Yasir Hassan Rather MBBS, Mushtaq A. Margoob MD. 


One of the only few options available for rehabilitation of orphans in eastern societies is orphanage rearing A lot 
many factors, however, go into determining the level of cognitive, behavioral and emotional development of 
children in these institutions. A study was conducted on four major orphanages located in Srinagar city, to assess the 
existing differences in available facilities and their impact on the psychological adjustment of these children The 
UCLA loneliness scale was used to assess levels of loneliness, an indicator of psychological distress, among the 
resident children. High scores were associated with adverse living conditions, like poor residential setup, rigid 
timetables, poor recreation facilities, poor nutrition and lack of modern educational facilities These facts could 
prove seminal in planning for better rehabilitation modules for orphans, especially in the wake of their exponential 
increase in the chronic conflict and disaster affected regions 
(JK'Practitioner2006;13(Suppl 1):S49*S52 


Keywords : Orphans in conflict areas, orphanages. 
INTRODUCTION : 

Tlic practice of placing deprived children having 
tniniinum or no emotional and material resources, in large 
residential institutions like orphanages, destitute homes 
and charity educational institutions has since long been 
prevailing in socio-econoinically poor Asian countries. As 
a result of chronic conflict in many areas and die recent 
natural disaster including Tsunami and Kashmir 
earthquake in these regions, there has been an exponential 
increase in the number of orphans in all these disaster 
areas. 

An orphanage is an institution dedicated to the care 
and up bringing of children who have lost their parent(s). 
Historically, such institutions were quite prevalent in 
western societies in the past. An upsurge in such 
institutions was observed during mid I700's, mid 1800's 
and immediately post World War I'. Despite the rising role 
of foster care for orphans in western society, orphanages 
continue to play a key role in the war tom diird world 
countries, where their number is ever increasing, they 
have no means of survival, and foster care is culturally 
unacceptable^"^. 

More than 50 years of research provides convincing 
evidence that the type of institutional care provided in 
western countries Iiad a detrimental effect on cognition, 
behavioral, emotional and social development of young 
children But in some poverty stricken countries it has 
been observed that the children in orphanages had better 
chances of cognitive development, when the children 
were encouraged to participate along with the staff in the 
decisions tliat influenced them in the institution. It is 
possible that when managerial skills are fuelled by 
education and understanding, orphanages can provide a 
humane social environment one that offers of a close and 
stable relationship between members'". 

With regards to growing up in an orphanage, recent 
studies from Africa suggest that the children who grow 


into adults in orphanages have remarkably good long-term 
life adaptations" Most recent studies on children in 
conflict zones have stressed that children can survive 
traumatic situations if they feel cared for. Psychological 
well being in large measures depend upon the mergence of 
social support system and social network around 
vulnerable children”. Countries that spend less on 
community health and social services are more likely to 
have a higher proportion of institutionalized children 

Losing a parent exposes a child to long-tenn 
psychological disturbances, which is greater if the parent 
is of die same sex'*. It has been suggested that it is not 
always the traumatic event as such but disruption and 
chronic pressure surrounding the traumatic event that are 
responsible for adverse long-term outcomes" "’ and 
Giving such children warm and good relations can 
ameliorate their psychological disturbances'*" '. It is 
known that profound loss in childhood is a precipitant for 
symptoms of disabling psychiatric disorder, like PTSD". 
To prevent these sequelae, such children need to receive 
adequate care from caregivers". 

Our study is an attempt to examine some of die social and 
cultural circumstances of orphanages in Kashmir. As a 
result of long-term chronic violence, the number of 
orphans have increased markedly from last 15 years. 
According to UNICEF there are over 100,000 orphans in 
Kashmir^'. Tliere are only 20 orphanages presently, that 
take care of less than 1000 orphans. The annual 
expenditure of government for orphan care is about $ 4 per 
orphan per year, as reported by UNICEF^. Most common 
problems faced by orphans include loss of home, high 
dropout rate from school, lack of health care and problems 
widi immunization, social downfall, child labour and drug 
abuse' . Relationship between the psychological health 
and types of institutional care have been investigated but 
not in our part of the world 

MATERIALSAND METHODS: 

In our study we surv'eyed four orphanages for 
comparison, located in Srinagar city, identified in our 
report as orphanages A, B, C and D. Ail orphanages were 
run by NGO’s. TTie age of orphans we encountered in these 
orphanages were from 6 to 1 6 years . 
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Orphanage A: Accommodates 200 male orphans, in a 
three storeyed building owned by an NGO, running tlie 
orphanage and is located in the main city. A group of 10 
children of roughly the same age sleep and live together in 
each room measuring approx 16x18 feet. The children 
examined in this orphanage were domicile from I year to 6 
years, with a itiean duration of 3.5 years. The children 
attend a private school. located in same area, which is nin 
b> the same organization. This orphanage sports many 
indoor and outdoor games, with other recreational 
facilities like Television They have their own playground 
on approximately 2 kanals of land ( l/4th of an acre). Die 
usual day is spent getting up early in moniing, praying, 
self-studies, going to school and then evening time 
recreations. 

Orphanage B: Accommodates 50 children and is located 
in the main city A group of 4 children in 10x12 feet room, 
and that of 10 children in 15x10 feet room live and sleep 
together The children are domicile from I to 6 years, with 
a mean duration of 3.5yrs. The children attend a nearby 
public school where they mix frcel>' with non-orphan 
(regular) sttidents Tlie usual day spent is similar to 
orpluuiage A Tliey also have their own playground, on 
approximately one kanal of land. 

Orphanage C: Is one of the oldest one, established in 
1973. located in old city, accommodating 49 orphans in 5 
rooms, with 3 separate single storeyed blocks. Each room 
measures 1 4x 1 6feet and accommodates ten children. The 
children attend difterenl private schools in the vicinit)'. 
Tlie time of stay of these children ranges froml to 10 
years, i.e mean duration of 5 years. 

Orphanage D: .Also located in old city, accommodates 35 
children in an old building. The building, with 3 rooms has 
been taken on rent. (Tlie wall of one room has been 
damaged due to Oct 8 earthquake). Staff members and 
teachers are from different parts of country, speaking 
different languages, mostly Urdu. The children receive 
extensive religious teaching in Arabic only. No modem 
educational and social activities are available to the 
children living in this orphanage. The recreational 
facilities are poor, nor does tlie orphanage have any 
playground of its own. 

In our study we inters iewed a group of 30 children 
from each orphanage using a semi structured 
questionnaire which also incorporated items from the 
ULCA Loneliness Scale (which has 20 brief questions, to 
which children answered on four point scale) to get a 
indication of psychological adjustment of these children". 
Total scores range from 20 (not lonely) to 80 (severely 
lonely ). The mean score for general population was 40. 

RESULTS: 

Table 1; Loneliness scores among children in the four 
{orphanages in Srinagar city 
I Orphanage No. Of Children Mean score 

Examined (boys) of loneliness scale 
A 30 47.07 

; B 30 41.2 

C 30 49.6 

D 30 56.5 __ 


DISCUSSION: 

Scores on the loneliness scale have been found to 
predict a wide variety of mental and physical outcomes’* 
Loneliness has been considered as a psychological 
problem, but research conducted in the past few years has 
suggested a relation between loneliness and health” In 
our study the combined score of sample children in 
orphanages is greater than average score of 40, correlating 
well with psychological morbidity in these children The 
observations are consistent witli studies that consider 
orphanage children vulnerable to medical and 
psychosocial hazards of institutional care”. The 
observation could be explained by the fact that most of the 
orplianagc children have experienced many traumatic 
incidents", yet they do not have an access to mental health 
serv ices. The results arc also consistent with other studies 
that consider children of oiphanages more susceptible to 
long-tenn psychological and social effects than children in 
foster care". Same results were seen in Uvo-year follow-up 
of orphans in orphanages in Iraqi Kurdistan, compared 
witli foster care, which showed improvement of boys' 
activity scores in foster care and deterioration of girls' 
competence in orphanages'’. As has already been 
discussed above, the number of orphans is increasing in 
this part of the world. With foster care and adoption being 
impracticable, orphanages are the only viable means of 
survival for such destitute children’"’. Further in our study 
the results of orphanage B, which has relatively better 
facilities, the children scored lowest on the loneliness 
scale, vvliich is almost the same as the mean of the general 
population. It is evident from these observations that if the 
institutions hav e a quality residential setup, care giving, 
living, food and modem education, they are more effective 
in meeting the emotional needs of orphans. This is 
supported by a few studies, which suggest that long-term 
adverse effects on orphans can be lessened by wann 
personal relationship'* 

Tlie high score of orphanage D may be explained on 
the basis of poor residential setup (overcrowding) rigid 
timetables, poor recreational facilities, poor nutrition, and 
lack of modem educational facility and approach, which 
leads to a feeling of insecure future. Further, lack of 
experience among teachers, and culture and language 
disparities between the children and teachers leads to 
impaired communication of tlie concerns and needs”. The 
above observations are consistent with Furhmann and 
Munchel ( 1 995), who found a number of problems related 
to the staffing of institutional settings including limited 
training, lack of appropriate supervision, few 
opportunities for professional advancements and the need 
for staff to better understand the needs of children and 
appropriate discipline techniques'*. The negative life 
events carrying long term threat have been associated with 
a wide range of psychiatric disorders*’. So, accordingly it 
may be expected that poor standards of living and poor 
nutrition with prolonged institutional privation would be 
associated with a general increase in all forms of 
psychopathology. 

Tliis goes with out saying that every member of tlie 
society has to contribute to address the psychological and 
physical necessities of these needy, helpless children. 
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Some priority areas that need immediate attention .ye an 
improvement in education quality, s ^ ar , 

facilitating training of caregiver staff working i 
orphanages and providing mental health ser>'ices 'n such a 
way that a healthy competitive atmosphere breeds 
between institutions. This will prompt different 
orphanages to strive harder for achieving more and 
perfonningbettertlianothers . 

Assuring the orphans a secure ftmire depends on 
society commitment and contribution. Kashmiris spend a 
huge sum on celebrating marriages, festivals and otlier 
events exhibiting pomp and show. If only these 
extravaganzas and expensive customs are omitted, a huge 
sum. as corps for the welfare of hundreds of orphans will 
be readily available to the community to look after these 
destitute children. Tin's can facilitate launching \arious 
income generating programmes for them. 

Stress should also be laid on income of generating 
abilities in orphaned children, through vocational training 
in areas of their interest, such as tailoring, electrical 
repairing, carpentry, masonry and animal husbandry, as is 
done through programmes developed by UNICEF at other 
places where the number of orphans is on rise, e g. 
Rwanda^'. Keeping in view die utility and demand, die 
children can also be trained in computers for better ftiture 
prospects. 

Various government agencies, companies and 
foundations need to fund programmes aimed at providing 
schools for education and small-scale industrial units and 
corporate for their rehabilitation. Even families and 
individuals can help these destitute cliildren by sponsoring 
a child from outside the orphanage and giving money to an 
orphanage on behalf of a specific child. Fortunately, our 
cultural background is such that every family stands 
introduced to a system of contribution in tenns of money, 
as Zakat (Muslim tax on one’s savings). Usher (on Crops) 
and essential charides on Eid festivals, hides of sacrificial 
animals and charities during Ramadhna, the month of 
fastings to help desdtute children, especially orphans, as 
recently pointed out by Suri A, "Every Kashmiri family is 
effectively an NGO in its own way"^'*'. To ensure 
continued support for orphans, the institudons with 
sustained support of the whole society needs to initiate 
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efforts to become autonomous. New schools need to be 
designed in such a way that they serve multiple common 
needs of these children. We certainly need to know inoie 
about multiple difficulties faced by orphans like poverty. 

trauma, stigma etc. , . lu 

An orphan before 1990s’ would mostly get adopted by 
one of his/her relatives or neighbors in accordance with 
religious and social practice, so the need for orphanage 
was never felt, as is supported by the fact that only one 

orphanage existed in Srinagar city before 1986 •.Actually 

it was not until 1996-97. that a number of NGOs started 
functioning in J&K. especially in the domain of orphan 
care''. All the orphanages in total, however, lake care of 
hardly 1000-2000 children'’, with the result 80-90% of 
orphans still continue to wait for help. Off late, many 
institutions within and outside the government have 
started contributing in managing the massive burden that 
the situation has created. NGOs. however seem to be 
outshining the state effort that have remained more or less 
a political hype.'* Two recent natural disasters. Waltengo 
snowstorm * and Oct 8 Kashmir eartliquake, left behind 
thousands of orphans in need of food, shelter and 
education. There arc both legal and social problems for 
long term rehabilitation of children as was evident from 
die recent litigation ban on controversial adoption, of 
disaster surviving orphans, by the government . As the 
children orphaned exceed the reserves of existing 
orphanages, there is an emergent need for enforcing more 
widespread residential and rehabilitation facility 
throughout the expanse of the traumatized state of J&K. 
Even these facilities would not suffice the needs of 
hundreds and thousands of orphans. Though no single 
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the surviving relatives of orphans to bring up these 
children in a traditional family atmosphere, which is only 
possible if the collective conscience of society awakens 
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PSYCHIATRIC DISORDERS AMONG CHILDREN LIVING IN ORPHANAGES - 
PSYCHIAI Kio ui experience FROM KASHMIR 

Mushtaa A Maraoob MD Yasir Hassan Rather MBBS, Akash Yousuf Khan MBBS, Gurbinder 
Pal Sin°h MbIs, Yasir A. Malik MBBS, Muhammad Mudasir Frrdosi MBBS, Shickh Aja/ 

Ahmad MBBS 

In .he conflic. tom developing countries, where adoption and foster care arc little praclised, onthanages ren.ain 
one of the few means of survival of inumerable orphans Critical research, however, has '’“''"‘y'jf 
breeding ground for psychopathology This study was taken up to examine this opinion An orphanage I n girls 
Srinagar tvas surveyed by Psychiatrists, and using DSM IV guidelines screened children we e ^ 

psychopathology Children were in the age group of 5-12 yrs PTSD was the commonest psychiatric disorders 
(‘tO.62%), easily attributable to the prevailing mass trauma state of almost iwodccades Next commonest diagnoses 
were MDD (25%) and conversion disorder ( 12.5%). A high psychopathology in orphanages could be an important 
guide for policy makers to plan for better rehabilitation and social reintegration of orphans 
(JK'Practitioiicr 2006; 13(Su|)pl I );S53-S55 


Keynwrth : orph.'tnagc, psychopathology', PTSD 


An Orphanage is often examined through problematic 
psycho-social functioning of children.' There is general 
agreetnent among researchers that children placed in 
or|)hanage settings at a young age and for long periods of 
time are at greatly increased risks for development of 
serious psychopathology later in life. From this 
agreement, has emerged a general notion that orphanages 
are breeding grounds for many psychiatric problems.*'* 
However, this concept loses its relevance at places 
aflected with long lenn conflicts, poverty or countries 
devastated by various disasters, as orphanages are often 
the only viable option of survival for these children This 
is more relevant in tliird world countries which siiffcr 
more frequent disasters and are also among the most 
conflict tom areas of world with thousands of orphans' ’ 
Unlike the West adoption and foster care at such places 
are often culturally un-acceptable and logistically 
unrealistic solutions* ’. Anna Freud, concluded from 
several case studies that institutionalized children are 
doomed to fail psychologically because of maternal 
deprivation. Tliis was despite good physical and social 
care."' Another psycho-analytical ly trained psychiatrist, 
John Bowlby also reported tliat maternal - deprivation 
was the central issue, causing psychological damage to 
orphanage children." Goodwin argues that any amount of 
orphanage experience is harmful, the damage is greatest 
during first year of life and increases dramatically with 
length of stay in an institution.'* 

Results of some other studies from eastern Europe 
also suggest that there is major developmental 
impairment in child-en who suffer profound institutional 
pnvation at infancy or early childhood and that such 
children show good developmental catch-up, following 
adoption in well fiinctioning families,'^ 


FromDtpartmentof Psychiatry. Go\t. Medical College Srinagar. 
Ccntspcndtnce to: 


Materials and Methods 

The study was carried out to look for psychiatric 
morbidity pattern in Kashmiri children living in 
orphanages. The only orphanage exclusively meant for 
female children, 10-15 kilometers away from Srinagar 
city was selected for the study. A qualified doctor who 
was voluntarily working with the said orphanage in 
providing medical service was also involved in the study. 
The job assigned to the doctor after training him in 
administration of mini-kid screening was to identify llie 
children who seemed to have psychological/psychiatric 
problems Out of the total 76 inmates, he identified 40 
children, who were later examined by two trainee 
psychiatrists in the orjMtanage setting itself Out of these 
40 children 32 had DSM IV TR based diagnosis of 
psychiatric disorders, which was established after 
discussing with the first author. 


Results 


Total Numberof Children - 76(100%) 

Children with psychiatric morbidity - 32 (42. 1 0%) 
Socio-demograhic Variables 

1. Age group - 5 years to 12 years 

Mean 8.59years 

2. Sex - 32 females 

3. Family status - 26 -Nuclear - 81,25% 

04-Joint - 12.40% 

02-Extended - 6.25% 


Socio-economic Status-LowerClass-32 


Psychiatric Diagnosis: 

1- PTSD - 13(40.62%) 

2- MDD - 08(26.0%) 

3. Conversion disorder • 04(12.5%) 

4. Panic Disorder - 03 (9.38%) 

5- ADHD - 02(6.25%) 

6. Seizure disorder - 02(6.5%) 


Dr.hiujktaqA. Maraoob (MJ).) 

Associate Professor, 

Post Graduate Department of Psychiatry 
Govemmau Medical College, Srinagar 
E-mails: mushtaqmargoob@yahoo. com 

mushiaqmargoobl @redlffinail.com 


Discussion 

The belief that orphanages are bad for children is still 
held by many child care professionals. Young children 
fail to develop as they should both socially and 
psychologically. The hann is e\en more certain, if 
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were females from lower socioeconomic class which are 
known nsk factors for the develop, nent of depression” 

Children who grow up in orphanages or foster care 
nsual y have no social connections, andihese chil^S^en a e 
at a disadvantage for completing high school, going 
college, or getting job opportunities all of which mav be 

p"cC.holo^.“°" .0 

Studies have shown that institutionalized children 
lia\c high rates of psychiatric symptoms”. Duration of 
insmutionalization. physical structure, and aue at 
abandonment differentially relate to psychiatric 
s>mtptoms - A positive social orientation and clear 
standards of behaviour are protective factors a family 

provides against the development of psvehiatHr 
symptoms. ^ 

Cliildren in institutional care are extremely vulnerable 
to psychological problems, and institutionalization in 
long tenn, in early childhood increases the likelihood that 
they will grow into psychologically impaired and 
economically unproductive adults”. It has also been 
observed that in an orphanage setting childrens 
emotional and behavioural status worsens and even in 
well run institutions children develop a range of negative 
behaviours, including aggression and indiscriminate 
affection towards adults^. 

Individuals placed in orphanages early in their lives 
are at greater risk when they reach adulthood of living in 
poverty, developing psychiatric disorders, having 
difficulties in interpersonal relationships, and having 
serious problems parenting tlieir own children”. ^ 

The overall high prevalence of psychiatric morbidity 
in orphan children population could be attributed to the 
serious social implications of the turmoil to the Kashmiri 
families. Thousands of children got orphaned and their 
families broken. There is hardly a family in the valley that 
has not been affected. More than 50,000 families arc 
rendered homeless and as such have lost their initiative to 
protect diemsel ves or their children”. 


children are admitted as infants and remain in privation 
for several years. Early in the 20th ceiimiy'. experts in 
child care expressed the view that family care is 
preferable to orphanage care for needy cliildren. This 
MOW seemed based on personal preferences rather than 
careful comparison of tlieir relative merit. 

Tlie present study assessing the psychiatric morbidity 
in orphanage children of chronic strife tom Kaslimir is 
one of' the first of its kind from an area of chronic mass 
trauma situation continuing for more than a decade 
(Years of stress free happy go lucky attitude and 
comaniderie in Kashmir which was one of the most 
peaceful places in the sub-continent abruptly got 
transfonned into disturbed and insecure area with people 
li\ ing life on moineiit to moment basis). This sudden 
change in the environment with unending violence 
resulted in continued process of desiniction of life and 
propert>'. Children fonn 40% of the population in 
developing countries. In Kashmir they have been 
exposed to the traumatic conditions in the form of being 
witness to the killing of their near ones or have 
experienced the traumatic events themselves'’. Many 
children were themseKes rendered homeless and many 
on)hancd. Because of loss of social support network 
which chronic conflict is known to cause, many of these 
> oiiiig traumatized children landed up in orphanages. 

Out of 76 children screened a total number of 32 
children had DSM IV psychiatric morbidity. All the 
children were females in age group 5 years to 12 years 
w ith mean of 8.5 years. Majority of children 81.25% 
(n -26) were from nuclear families, followed by 12.50% 
(n=4) from joint families and6 25%(n=2) from extended 
families. 

.All the children belonged to lower socio-economic 
class, all these findings of the present study are in 
agreement with the findings of a study conducted on 
orphanage meant for boys in Kashmir'*’. Post-traumatic 
Stress Disorder (PTSD) was the commonest diagnosis 
present in 40,62% (n=l3) of the sample, followed by 
Major Depressive Disorder (MDD) 25% (n=8). 
Conversion Disorder 12.5% (n=4). panic disorder 9,38% 
(n=3). Attention Deficit Hyperkinetic Disorder (ADHD) 
6.25°o (n=2) and seizure disorder 6.2% (n=2). In the 
earlier study PTSD was present in 16%of children (boys) 
in o^plla^ages'^ 

The increased number of PTSD cases in the present 
study may be due to the fact that all the children in the 
study had experienced the traumatic event in the form of 
deatfi of father, w hich was sudden, unexpected, natural or 
man-made. Further confounding factors of younger age”, 
being female.” lower socio-economic class,'"' which are 
known to be risk factors for PTSD were present in our 
sample. 

25% of children in the orphanage had major 
depressive disorder (MDD). wliich may be explained by 
various variables including the fact that all the children 
had lost one of their parent, before the age of 1 1 years. All 


Conclusions: 

Psychiatric morbidity, especially PTSD and MDD are 
common in children in present day orphanage setting of 
Kashmir. Even though there are no definite studies of 
prevalence of psychiatric disorders in orphanages and 
institutionalized children, our data represents an attempt 
towards finding psychiatric morbidity in this vulnerable 
population of chil^en. However in order to generalize 
ourfindings ftirther studies are needed in thisregard. 

Limitations: 

1 ) Study was limited to a single female orphanage. 

2) This study does not describe the socially based 
emotions and behavior of children in general and has 
studied only diagnosable psychiatric disorders in 
orphanage inmates. 
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TREATMENT SEEKING POSTTRAUMATIC fJRESS WSORDER PATIENT 

POPULATION- EXPERIENCE FROM KASHMIR 


MushtaqA. MargoobMD.Muhammad Mudasir Firdosi ^BBS Zafar Ali MD. 

Arshad Hussain MD, Huda Mushtaq* MA, Akash Yousuf Khan MBBS 
Yasir A Malik MBBS, Yasir Hassan Rather MBBS, Shiekh Ajaz Ahmad MBB.S, 

Rakesh Banal MBBS, Mufti Muzamil MBBS 

It has been argued that PTSD patients who seek treatment are rather atypical of the usual PTSD populmion fo 
Study the profile of such patients in an Asian setup, from where hardly any such study has been repo e , 
surveyed 469 consequetive PTSD patients seeking treatment at psychiatric diseases ‘'®*P**® • ' . 

diagnosed using DSM-IV guideines Married subjects (50 71%) predominated, while most (62-6 «) e onge o 

joint families Majority (61 19%) belonged to the middle class Most of the subjects had a low e uca iona 
achievement (76 1 1% were below matric). Importantly, males (46 26%) and lemales (53 13%) had a compara e 
representation Most patients (85 07%) had a chronic PTSD. 67% of patients had comorbid depression 
(JK-Practi(ioner2006:13(Siippll):S57-S60 


Keywords: PTSD,trefltmentseeking, risk factors, CAPS. 


Introduction 

PTSD is often a severe debilitating disorder resulting 
from exposure to a traumatic event/events. DSM-III 
provided operational criteria for diagnosing PTSD which 
is classifted into acute and chronic types.' Diagnostic and 
statistical mantial of mental disorders IV edition defines 
post traumatic stress disorder (PTSD) as a set of symptoms 
which occur after “the person experienced, witnessed or 
was confronted with an event or events that involved 
actual or threatened death or serious injuiy or a tlireat to 
physical integrity of self or others” and “the person’s 
response involved intense fear, helplessness or horror”. In 
addition to a traumatic event, it requires the presence of 
one “re-experiencing” tliree ‘avoidence’ and two increased 
‘arousal’ symptoms for diagnosis, the above symptoms of 
more than one month duration. In addition, it is specified 
into acute PTSD if duration of symptoms is less than 3 
months and chronic PTSD if duration of symptoms is 3 
months ormore.* 

Examining the longitudinal course of PTSD raises a 
series of conceptional issues about the relationship 
between PTSD and the other disorders and the way in 
which risk factors influence susceptibility to the disorder 
and its remission.^ Blank highliglited the fact that tlie 
longitudinal course of PTSD has multiple variations and 
suggested that these need to be discriminated from the 
acute, delayed, chronic, intermitent, residual and 
reactivated patterns.^ Combat exposure has been found to 
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be strongly related to PTSD symptoms even after effects of 
socioeconomic status, race, age and pre-ser\icc mental 
status examination are controlled for A number of studies 
clearly show that the conditional risk for PTSD is 
substantially higher among people exposed to chronic 
combat trauma than among victims of the trauma more 
characteristic of developed countries. 65° o ol the Bosnian 
reftigees resettled in the USA suffered from PTSD while 
72.8% of the Palestinian children exposed to war trauma 
experienced PTSD.'““ PTSD prevalence rates ranging from 
20.4% to 42% have been reported from Afghanistan 
Similarly a family study in Iraq reported 87% of children 
and 60% of their care givers sufl'ering from PTSD''. while 
as another study in Sri Lanka has reported a prevalence of 
27% among civilian population. Research data rcvcales 
that conflict situations give rise to more deaths and 
disability than any major disease.'" 

Few epidemiological studies, most of them 
retrospective, have focussed on the natural course of 
PTSD and its determinants. Chronic PTSD was frequently 
been reported in rape victims, victims of torture and 
political violence, reftigees and combat veterans ' '’ 
Breslau and Davis reported that as compared to young 
adults with non-clironic PTSD, those witli chronic PTSD 
had a higher number of DSM-Ill-R PTSD symptoms and 
higher rates of interpersonal numbing and over reactivity 
to stimuli, tliat symbolised the stressor, as well as higher 
rates of coinorbidity and other medical disorders ' 
Davidson et al reported tliat chronic PTSD was associated 
with reduced social support, a greater frequency of social 
phobia, and greater avoidant symptoms.” Individuals with 
peri-tramatic dissociation are believed to be 4-5 times 
more likely than those without such phenomenon to 
develop both acute and clwonic PTSD.'” Findings with 
regard to gender are conflicting, in that the female gender 
was found to be associated with chronic PTSD in one 
study but with only acute PTSD in another.'^’ Familial 
instability is associated with increase p^e^’elance of 
PTSD' where as good social support is associated w itli 
lower levels of symptoms.*' PTSD is not the only 
psychaitric disorder, that develops after exposure to 
trauma. On the contrary, comorbidity is tlie norm rather 
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than exception '• Kessler's connobidily sur\’ey (1995) 
slKHsedihat 79®bof women and 88% of men with lifetime 
diagnosis of PTSD met the criteria for at least other 
lifetime psycliiatnc disorder. The most common comorbid 
conditions were major depression, other anxiety disorders 
and alcohol abnse/dependence.’^ 


sexes in the treatnienl seeking patient population i, 
consistent with the community prevalence of PTSD 
Kashmir with current PTSD in males is 7.27% aiid 7 13 % 
in females. But this is not in agreement with Kessler ct al 
who reported higher prevalence in females Most of the 

patients(56.71%)are married with earlier treatment 


Data rcNcals that during the past fifteen years, due to 
prevailing \ ioleni conditions in Kashmir, there has been a 
phenomenal increase in psychiatric morbidity, including 
stress related disorders . A study of treatment seeking 
population ot PTSD patients could be ver)- helpful in 
understanding the dc\elopinent, course and effect of 
\ arious factors on PTSD and tailor the ser\ ices according 
to the needs of population We present here the 
characteristics of treatment seeking PTSD patients, while 
as the ohsert aliens on the management and treatment of 
these patients is being reported separately. 

Material and Methods 

The study was earned out on 469 consecutive PTSD 
patients who sought treatment at the Government 
Psychiatric Diseases Hospital, Srinagar from 1st August 
2000 to Isf July 2005. the sole mental health diseases 
hospital of Kashmir that caters to the needs of whole 
population of Kashmir valley, adjoining areas of Jammu 
region and Ladakh. Diagnostic <uid statistical manual IV 
ed DSM-IV’ of American Psychiatric Association was the 
diagnostic tool used to diagnose the patienls\ After proper 
consent, a detailed history, mental status examination and 
general pinsical examination was earned out. Patients 
with more than 16 years of age were included in the study. 
Patients w ith illicit substance use. major medical condition 
and neurological disorders were excluded from the study. 

Tlic sc\ crit\- of I’TSD cluster symptoms was assessed 
by Clinician .Administered PTSD Scale (CAPS). Patients 
were also assessed for comorbid depression. In addition 
complete socio-demographic profile of patients was 
recorded w ilh otherdctails like histoiy oftoilure. killing of 
relatives, exposure to some other traumatic event or a 
disaster. 

Results and Ohser\ ations: 

Tlie details of the results arc given in Table I 
Discussion 

Our study is one of the first of its kind from Indian 
subcontinent w Inch discusses the various factors related to 
development and longitudinal course of PTSD in 
treatment seeking patient population From a total sample 
of 169 PTSD patients. 53,73®o comprised of female 
patients and the duration of illness at the time of first 
contact was 3I 88 months in females and 47.71 months in 
males .Although the community prevalence of trauma for 
males and females is almost similar in Kashmir valley.'' 
the fact that the mimber of female PTSD patients seeking 
fieatment is more with less duration of illness may be due 
to the fact that males usually do not express their distress as 
compared to females and females are known to seek 
treatment for psychological problems more readily than 
men /'The severity of PTSD symptoms is more in females 
than males which may be due to rclaiix c!y early treatment 
seeking. The almost equal prevalence of PTSD in both 


Profile 

six 

Male 

Female 


Table 1 

No. of 
Patients 


217(46.26%) 

252(53.73%) 


MARITALSTATUS 
Divorced. Separated 


CAPS 

(Mean) 

43.77 
53.06 
p = 0.84 


Duration in 
months(Mean) 

47.71 

31.88 


Widowed, Unmarried 

203(43.20%) 

47.93 

46.06 

Married 

266(56.71%) 

49 39 
p = 0.071 

33.65 

FAMILY STATUS 

Joint 

294(62.68%) 

46.12 

41.09 

Nuclear 

175(37.31%) 

53.20 

p=0.000 

35.93 

EDUCATION 

<Matric 

357(76.11%) 

51.27 

41.53 

>Matrlc 112(23.88%) 

SOCIAL ECONOMIC STATUS 

40.75 

p=0.000 

32.03 

Middle Class 

287(61.19%) 

45.90 

36.46 

Lower Class 

182(38.80%) 

54.80 

p=0.000 

41.45 

DISSOCIATION 

Absent 

308(65.67%) 

46.16 

42.83 

Present 

154(32.83%) 

54.91 

32.88 

DURATION 

Acute 

70(14.92%) 


1.51 

Chronic 

399(85.07%) 

— 

45.25 

ONSET 

Immediate 

322(68.65%) 



Delayed 

147(31.34%) 


- 


Total patients 
Male 
Female 

TOTAL SAMPLE 


314(67.00%) 

140(64.51%) 

174(69.04%) 

469 


48.76 40.02 


seeking (33.65 months in married patients and 46.09 
months in unmarried, divorced, widowed), showing 
almost similar se\ erity of PTSD symptoms in both married 
and the other group (p=0.071). Our findings are in 
agreement witli Kessler et al who found life time 
pre\'a)ence of PTSD more among married respondants'* 
and differ with the opinions made by Cnrlieret al*’. 62.68% 
of patients belonged to joint family and only 37.31% to 
nuclear family, such may be due to still prevailing joint 
family pattern, particularly in rural areas of Kashmir. Tlie 
mean months between onset of PTSD and treatment 
seeking is less (35 93 months) in nuclear families than 
joint families (4 1 .09 months) and the symptoms severity is 
more in nuclear families (P=0. 000) which is in accordance 
w ith the obserx ation that good social support is associated 
w’ilh lower levels of symptoms’' and history of family in 
stability with increased prevalence of PTSD. *'“ 61. 1 9% of 
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natienls studied belonged to middle class while as 38.80% 
to lower class but the severity of PTSD symptoms was 
more in lower class compared to middle class(p'O.OUU) 
and mean interval duration of treatment seeking was more 
in lower class. These findings are consistant with Brewin 
et al who reported lower socio economic status as a nsk 
factor for development of PTSD.'” Majority of our sample 
(76. 1 1%) are less educated or illiterate with higher scores 
of PTSD symptoms (p=0.000) and longer duration of 
symptoms at the time of treatment seeking as compared to 
educated patients which is in accordance with earlier 
studies that low education is a risk factor for development 
of PTSD and higher education has a protective effect. '' It 
has been reported that cognitive disadvantage impairs 
coping which may hamper recovery following exposure to 
trauma/' 32.83% of patients had history of dissociation 
with high CAPS scores as compared to 65.67% of patients 
with no hisloiy' of dissociation, had low intensity of PTSD 
sypmtoms. 

68.15% of patients had immediate onset of PTSD 
while as 3 1 .34% of patients had delayed onset. 85.07% of 
our patients had chronic PTSD which may be due to the 
fact that most of the patients had sought treatment after 
mean duration of about 40 months. Men tended to have 
more chronic course as compared to females. The chronic 
course of PTSD may be explained because of chronic war 
like situation, exposing individuals to repeated traumas 
and these findings are consistant with studies that people 
exposed to chronic combat are more likely to develop 
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dironic PTSD."' Studies haN C revealed that traumas due to 
deliberate human malice (versus natural or accidental 
traumas) may be stronger predictors of PTSD and reduce 
recovery from PTSD." 67% {n=314) of patients had 
comorbid depression out of which 64 5 I%(n- 40) males 
and 69 04%(n=l74) females in comparison to NC S results 
where it was 47.9% in males and 48.5% in women. 

It is known that only atypical cases of rrSD seek 
treatment, while as majority do not The commurnty 
prevalence of trauma exposure m genera! population is 
58 69%(59.5 males and 57 36%in females), in 
Kashmir-/ while as the lifetime prevalence of I* I SD m 
communit>’ is 15 19%'’. An earlier hospital based study 
reveals that out of the total treatment seeking patient 
population only 2.38% had PTSD“. From the above facts, 
it is apparent that only a minority of PTSD patients seek 
treatment inspite of a very high communit) prevalence ol 
PTSD. which can be explained due to various reasons like 
lack of awareness about trauma related disorders in 
general population and in health care pro\'idcis. 
considering post trauma symptoms a natural phenomenon, 
which cannot be cured, overlap between the symptoms of 
PTSD and various mood/anxiety disorders, etc. 

In conclusion, PTSD is highly prevalent in general 
population but treatment seeking for the same is not. and 
measures need to be taken to educate general population as 
well as the healthcare providers to identify it at the earliest 
to avoid the crippling consequences and improve the 
quality of life of these PTSD patients 
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A lot of factors influence the development and persistence of symptoms of PTSD, not the least ^ 

which is family environmenl. This however has not been Studied much in thepast On these !in«. a ami y ^ 

conducted on 221 relatives of 50 PTSD patients, seeking treatment at the Government I sychiatnc uiseases 
Hospital. Srinagar. Evaluation was done using DSM-IV and lCD-10 criteria based mini plus neuro-psyc ia ri 
inventory. 62 percent of the family members had psychiatric morbidity, with PTSD being the 
(32.12%). followed by major depressive disorder MDD (19.45%) and generalised anxiety disorder ( , 

of the subjects (66.95%) were in the age range of 1 8-45 years, with those with PTSD out-numbering normal su jee s 
in this age interval (65.46% viz. 59. 14%). Similarly subject group with PTSD was less educated (46 47 /o illiterate) 
than the normal subjects (17 83%illitcrate) Females and males were almost equally affected in PTSD group, when 
compared to the normal subjects. Most of the subjects with PTSD were running a chronic course (84%) These 
figures have an important bearing on understanding family influence in developing psychiatric disorders and their 
influence on treatment 

( JK-Practi(ioner 2006; 13(Suppl 1 ):S6 1 -$64 
Kepvords: PTSD, family study 


Introduction 

Post traumatic stress disorder is one of the many 
responses that can occur following exposure to traumatic 
events. In tlie West overall coimnunity life time prevalence 
estimates range from a minimum of 1% in earlier DSM III 
studies to maximum of 1 2.3% in more recent surveys' . 

Traumatic events are very' common in most societies, 
(hough prevalence has been best studied in developed 
nations particularly in the U.S.A.^ Prevalence of PTSD is 
greater in population at risk including anny combatants, 
civilians in war zones, refugees etc. The National Vietnam 
Veterans Readjustment study found a lifetime prevalence 
of 30.9% for males and 26% for female veterans'. A study 
ill 1990 found that combat exposure remained strongly 
related to PTSD symptoms even after effects of socio- 
economic status, race, age and pre-ser\’ice mental status 
were controlled fo^^ A history of prior exposure to trauma 
is an extremely potent risk factor for PTSD' and previous 
exposure to trauma signals a greater risk for PTSD from 
subsequent trauma and multiple previous events had 
stronger effect than a single previous incident‘s. 

An increased susceptibility of the family members to 
PTSD following traumatic exposure as evidence of 
biological/genetic factors remains to be interpreted^ PTSD 
was associated with greater familial anxiety when 
compared with controls who had experienced combat. 
When World War 1 1 and Vietnam Veterans with PTS D were 
compared, liigher morbidity risk for alcohol and drug 
abuse was found in siblings/parents of Vietnam Veterans 
and a higher morbidity risk was found for the chronic 


Scientific data reveals that during the continued violent 
conditions over the past 15 years in Kashmir, there has 
been a phenomenal increase in psychiatric morbidity 
including stress related disorders". The assessment of 
qualitative or quantitative status of such phenomena can 
significantly contribute to understanding the role of 
environmental factors in the causation or precipitation of 
various psychiatric disorders including stress related 
disorders. Scientific research validates different disease 
models that emphasize the interaction between organic and 
environmental factors as determinants of health and 
illness. Family stability and social support are important 
determinants of such interaction as family instability and 
poor social support are associated with increased 
prevalence of psychiatric morbidity including stress 
related disorders" 

Giving the stressful circumstances prevailing in 
Kashmir, a study of the families of PTSD patients could be 
very helpful in understanding the mental health status of 
family members in PTSD and obtaining crucial 
information about such matters, in the developing world 
The present study was carried out with this as the main 
objective, 

Material and Methods 

The study was carried out on 22 1 first-degree relatives 
of fifty consecutive PTSD patients who sought treatment at 
the Government Hospital for Psychiatric Diseases, 
Srinagar (J&K). The patients were diagnosed according to 
die DSM IV laid criteria for PTSD’’ and severity of tlie 


isychiatric disorders in the children of Vietnam Veterans*. 

A family study of 36 patients with chronic PTSD 
evealed a positive history of femilial psychopathology in 
6% of the patients. Alcoholism, depression and anxiety 
isorders were the disorders most commonly found^ 
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PTSD was assessed by Clinician Administered PTSD 
Scale ^ A detailed history and physical examination was 
done in each patient to rule out any medical problem. 
Subjects with illicit drug use, major medical problems and 
neurological disorders were excluded from the study. 
Complete family history of the patient along wiili the 
contact number and residential address was taken. 

Out of the 245 first-degree family members above 18 
years, 221 were available for inter\'iew. Majority (n=173) 
ofthese interviews took place in the homes of the relatives. 
Some of the interviews were conducted in the out reach 
spot (n=12), hospital (n=32) and working places (n=5). 24 
family members could not be interviewed either beca use of 
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non-avaiiability of the person or consent or due to 
exclusion criteria. All family members were interv'iewed 
using the DSM IV and ICD 10 criteria based MINI Plus 
(Mini Neuro Psychiatric Inten icw) scale*', which has high 
validation, reliability scores and can be administered over 
a briefperiod of time. Tlie family members were screened 
for presence of any psychiatric disorder. 

Exclusion Criteria: 

1 Age below 1 8 years. 

2, Who did consent. 

3, With known neurological disorder or neurodeficit on 
examination. 

A . With severe medical disorders. 

5. Families of patients living separately from patient. 
Statistical Analysis 

Patients were grouped according to the age. sex. 
occupation, marital status, education. Family members 
were grouped according to the age. sex. occupation, 
marital status, education and were classified as nonnal and 
with disorders. The differences between the nonnal and the 
PTSD groups in socio-demographic data was compared 
using chi-square analysis. The risk for developing PTSD in 
context in different family socio-dcinographic variables 
was assessed using the odd’s-ratio. 

Cnteria for statistical significance was p<0.05. 

Results 

Socio-Demographic Profile of Pro-bands 

The age of the pro-bands ranged from 1 8-67 years with 
mean age being 39 76 + 16.24 years. Females 62.00% 
(n=3l) out-number the males 38% (n=l9) in the total 
group of pro-bands. Mostof the probands were married 
forming the largest group (n=30) 60% followed by un- 
married (n= 1 4) 28% and widowed (n=6) 12%. Majority of 
the sample comprised of house-wives (n=22), 44%. 
Government and self-employed fonned 16% each 
followed by students and fanners 1 2% each. 44% (n=22) 
of our sample were illiterates followed by 38% (n=l9) of 
under-graduate population 54% (n=27) of our pro-baitds 
were from joint families and 32% {n=l6) belonged to 
nuclear famil ies. whereas 1 4*5^0 ( n=7 ) belonged to extended 
type of families Most of the pro-bands were from rural 
areas (70°/'o) and 30 % were from urban backgroimd 
Family Study 
Psychiatric morbidity 

Very high (62%) psychiatric morbidity was observed 
among the family members of the pro-bands. Majority of 
the group was of post-traumatic disorder 32.12% (n=7l) 
followed by major depressive disorder 19.45% (n=43). 
4 52% (n=IO) of the group suffered from generalized 
anxiety disorder followed by adjustment disorder (2.26%). 
Substance use disorder and panic disorder with 
agarophobia was found in 1.8% (n=4) family members 
each 38% (n=34) of the family members has no 
psychiatric disorder. 

Comparison betxveen PTSD and normal family 

members 

I. Age: 

Most of the family members in both groups belonged 
to the younger age group (18-45 years) fonning 65.46 % 
and 59. 14 % for tlie nonnal and PTSD group respectively. 


The older (>45) fonned 34.54% and 40.86% for normal 
and PTSD group respectively. The difference between the 
younger and older group was not statistically significant 

2. Education of Family members (normal and PTSD) 

There were more illiterates (46.74%) in the PTSD than 

in nonnal group (17.85%). Tins difference between the 
two groups was statistically signi ficant (p=0.000). 

3. Marital status 

54.92 % (n=39) and 57.14% (n-48) of the family 
members in the PTSD and normal groups were married 
respectively. The unmarried formed 42.25% and 36.90% 
in the PTSD and nonnal group respectively. This 
difference was not statistically significant (p.0. 56). 

4. Occupation 

Majority of tlie family members in the PTSD group 
were self employed (n=22) followed by house-wives 
(n=17), students (n=I2). government employed (n=l|) 
and fanner (n=9). In contrast in the nonnal group majority 
were government employed and fanners (n=17 each) 
students (n=l6) and house-wives (n=ll) Tliere was no 
significant association between different occupations and 
PTSD (np=0.085). However, an association between 
employment and PTSD is significant. The likelihood of 
PTSD in self-employed group is 2.7 times higher than in 
tlie employed group (p=0 .04 1 ) 

5. Sex 

58.62% (n=34) females and 38. 1 4% males (n=37) had 
PTSD and 41.37% (n=24) females and 61.85% (n=60) 
males were normal (p=0.020) indicating likelihood of 
PTSD, 2.29 times more in females than in males. 

Discussion: 

Other than traumatic events a number of other variables 
including childhood conduct disorder symptoms, age and 
education are being studied to elucidate their role as risk 
factors for development of post-traumatic stress disorder'" 

Familial influence on susceptibility to PTSD has been 
suggested by family history research*” and studies of 
second generation". 

The present study, first of its kind from the developing 
world reveals that majority (80% of the sample) were in 
age group of 18-45 years. A very high percentage of pro- 
bands from this age group in our study is in keeping with 
the observation that younger people are known to have 
higher incidence of exposure to the violence and 
subsequent PTSD compared to older people^ Our study 
reveals an alarmingly higher (62®/o) prevalance of 
psychiatric disorders among the family members of 
treatment seeking cases of PTSD”. Tliese findings are in 
agreement with the earlier American studies by Davidson 
et al. which reported psychiatric morbidity in 66®/o of 
family members. Slightly higher percentage morbidity in 
the USA study may be due to the smaller size of sample 
(n=37 members) as compared to a large number of 221 
members in our study. Majority (62®/o) of tlie cases in our 
sample comprised of females which is consistent with the 
findings of two American studies by Kessler el aP' and 
Breslau et al‘', who also observ ed that females have 2.38 - 
2.49 times more likelihood of developing PTSD than men 
Most of tlie pro-bands are illiterate. Tliis may be because 
most of the people who visit our hospital are from poor 
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background. This is due to the social stigma. 44% of the 
sample comprised of house wives which also forms the 
largest group, 54% of patients belonged to joint families 
and 32% belonged to nuclear families. This is in keeping 
with the prevalent socio-cultural factors as joint family is 
still preferred, especially in rural settings. The findings 
have been replicated earlier in the previous study were 
59%belongedtojoint families". 

84% of tlie sample had an acute onset PTS D, which was 
running a clu-onic course. In the previous study 67% of the 
patients had an acute onset PTSD". 

62% of the family members of the pro-bands in our 
study had psychiatric morbidity. Tliis finding is in 
agreement witli the earliest study from Davidson et al', 
were there was a positive history of psycho-pathology in 
66% of family members. Our study reveals that the 
incidence of PTSD is very high (32.12%) in family 
members of the pro-bands, which is nuich higher when 
compared with the population based studies from U.S. 

■' which can be explained due to high occurrence of 
traumatic events in Kashmir compared to the other parts of 
the world’’. 

Another finding from the study of Davidson et al\ who 
reported alcoholism as die most common disorder among 
the family members in contrast to our study were PTSD is 
the most common diagnosis. Tliis difference may be due to 
the social in acceptance towards alcohol in Kashmir due to 
socio-religious factors*^ 

Our study shows that family members who suffered 
from PTSD had average low educational level as 
compared to family members who were normal. Tlie 
illiterates were almost four times more likely to have 
PTSD than the literate family members. This finding is 
consistent with Vietnam Veterans Readjustment Study 
which reported low levels of pre-military educational 
achievement, were at greater risk of developing PTSD than 
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In any endeavour of a scientific nature, 
investigation either lend credence to a theory or 
disprove an assumption as being just that 
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A PRELIMINARY INVESTIGATION ON SEROTONIN TRANSPORTER GENE 

REGULATORY REGION POLYMORPHISM IN POST TRAUMATIC STRESS DISORDER 

Imtiyaz Murtza Ph.D., Miishtaq A. Margoob MD, Dhuha Mushtaq MSc, Huda Mushtaq MA Ishhfan 

Ahmad Msc and Arif Ali Ph.D+ ' ’ ^ 

Among many factors responsible for the development ofPTSD, genetic factors have so far been one of the least 
understood Genes encoding proteins involved in neuro-transmission, especially serotonergic, are a potential 
substrate for such understanding One such gene is the serotonin transporter (5HTT) gene located on Chr 17 
spanning 3 1 kb, more specifically its promoter region which exhibits polymorphism-existing either as 448 bp Short 
allele (S) or 528 bp Long allele (L). Short allele is associated with reduced functional capacity of serotonin 
transporter relative to the long allele, and has in animal experiments been associated with anxiety traits. DNA 
samples from the peripheral blood samples were studied collaterally from 67 subjects (30 males and 37 females) 
diagnosed with PTSD using DSM-IV guidelines and 67 matched controls, using polymerase chain reaction. The 
allele sizes were determined by the comparison of bands with size standards after electrophoresis in 8% 
Polyacrylamide gel. followed by silver staining 77 61 % of PTSD subjects had a short variant (LS and SS)of5HTT 
promoter compared to 68 SS'^'o in control subjects This study gives a preliminary evidence of lowered serotonin 
transport capacity in PTSD patients. Similar studies using larger sample sizes targetting other neurotransmiter 
mechanisms are warranted for further elucidation of genetic basis of PTSD 
(JK-Practitioncr2006;13(Suppl 1):S66-S68 

heywonls : PTSD, serotonin transporter polymorphism, promoter region, short allele long allele, 


Introduction 

Natural catastrophes, wars and other disasters affect 
large populations in different parts of the world and one of 
tlte many responses that can occur in the general 
population following exposure to such traumatic events is 
Post traumatic stress disorder ( PTSD). PTSD is a complex 
and multi-factorial chronic anxiety disorder with an 
unknown exact etiology. Exposure to a traumatic event 
constitutes a necessary, but not sufficient factor for such 
disorders, though it in fact triggers a cascade of biological 
CNents that may ultimately lead to the occurrence of 
chronic PTSD. TTius. much remains to be learned about 
liow trauma affects people’s capacity to regulate bodily 
homeostasis and how years after the trauma has ceased, 
memories continue to dominate people’s perceptions. 

In contrast to the other major psychiatric disorders, 
large studies for the search of biochemical and genetic 
contribution to PTSD have not been described to dale. 
Serotonin mediated neurotransmission contributes to 
different fimetions including motor activity, food intake, 
sleep and reproduclixe activity as well as cognition and 
emotional stales of depression and anxiety. Genes 
encoding proteins involved in the neuro-transmission are 
major candidates in association studies of anxiety related 
traits , suicidal behaviour', mood disorder', impulsivity^ 
and othercomple.x disorders The 5HT transporter (5HT- 
T) gene product receptor plays a key role in regulating the 
duration and magnitude of serotonergic responses for fine 
securing of brain serotonergic neurotransmission and die 
peripheral actions of serotonin I, It provides the pnmary’ 
target for the action of selective anti-depressant dnigs in 
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the brain'’ and is responsible for the sodium dependent 
rcuptake of serotonin from synapse after its release from 
serotonergic neurons, thus regulating the levels of 
available serotonin and serotonin turnover. The human 
serotonin transporter protein is encoded by a single gene 
located on chromosome 1 7q 11,1 - 17 ql2; spans 31 kilo 
bases (kb)and consists of 14 exons. 

Recent studies have reported both positive as well as 
negative association between the serotonin transporter (5- 
HTTPR) gene regulatory region polymorphism and 
various anxiety related disorders. Functionally two 
common alleles of serotonin transporter promoter region 
include short (S) allele of 448 bp and the long (L) allele of 
528 bp. An attenuated promoter segment of (S) allele is 
associated widi reduced transcription and functional 
capacity of serotonin transporter relative to (L) allele in 
non-human primates infants reared under more stressful 
conditions compared with Utose homozygous for the L 
allele. Infants with S allele showed increased emotional 
distress, elevated hypothalamic pituitary adrenal axis 
response to stress and reduced basal serotonergic 
ftinctioning.'' Keeping (he severity of the disorder in view 
identification of susceptibility genes involved in PTSD 
needs to be searched out Tliat in turn will increase our 
understanding of traumatic stress disorders and help to 
elucidate their molecular basis. Tints in order to explore 
the possible likelihood of serotonin transporter gene 
polymorphism in posttraumatic stress disorder we 
performed an association study of case (PTSD) control in 
Kashmiri inhabitants. 

Materials and Methods 

Selection and data collection from case control 
subjects 

67 patients (30 males and 37 females) meeting DSMIV 
criteria for post traumatic stress disorder were 
recruited from consecutively diagnosed patients from 
tlie Out Patient Department of tlie only Psychiatric 
disease hospital of Kashmir valley and also from the 
private clinic of the second author (MAM). All the 
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es were included in the study after adequate 
explanation of the study procedure. After informed 
consent each patient was directly interv iewed by die 
cpnior consultant psychiatrist (MAM). Clinicians 
L, ministered PTSD scale (CAPS) developed by 
National Center for PTSD StafT (USA)’ was 
dministered to request information about frequency 
and intensity of PTSD symptoms and of some 
associated symptoms which could have important 
^implications for treatment and recovery Healdiy, 67 
controls (30 males, 37 females) that had also 
experienced traumatic events but had never suffered 
from sufficient psycliiatric illness were also included 
in the current study after getting informed consent 


from them. 

Genetic analysis; 

Genomic DNA was prepared from peripheral blood 
samples using Bangalore Genei Kit, India. The 
inserlion/dcletion in the promoter regulatory region of 
serotonin transporter gene was checked by 
amplification of this region by polymerase chain 
reaction with ‘oligonucleotide primers 5/- 
GGCGTTGCCGCTCTGAATC-3/ and 5/- 
GAGGGAC TG AGC TGGA CAAC CA C-3/ 
(Banglore Genei, India). Polymerase chain reaction 
were performed in Tecligene thermal cycler (Techne, 
UK) with 50 ng genomic DNA and 10 pmol of each 
primer using PCR amplification kit (Imperial, India) in 
the total volume of 50 pi. Cycling conditions were 
preceded by a denaturing step at 93°C for 5 min. 
followed by 35 cycles of denaturation at 94®C for 1 
min. annealing at 6 1 "C for I min and synthesis at 72®C 
for I min. Allele sizes were determined by the 
comparison of bands with size standards after 
electrophoresis in 8% polyacrylamide gel followed by 


silver staining. 


Statistical analysis 

Allele and genotype distributions in patients and 
control subjects were compared using X' test and the 
test for Hardy- Weinberg equilibrium was performed 
for each sample. 


Results and Discussion 

As per earlier reports short variant of the 
polymorpliism in serotonin transporter regulatory gene is 
believed to reduce the transcriptional efficiency of the 
5HTT gene promoter and leading to decreased 5HTT 
expression and thus the decreased 5HT uptake. In order to 
check the status of both alleles serotonin transporter gene 
regulatory region in PTSD patients, in the current study 
the total sample size consisted of 67 PTSD patients with 
each of them having experienced at least one traumatic 
event along with equal number of controls. Recently, SS 
alleles in 5HTT gene promoter has been associated with 
anxiety related traits', and the long allele of 5HTT 
promoter has been shown to be 2-3 fold more active in 


driving transcription’. In the current study the 
of 5-HTTL promoter genotypes containmg the short 
variant (“LS and “SS”) were found to be slightly lower 
(68.88%) in control subjects (without any history of 
PTSD) as compared to cases (77,61%) who ^rc 
diagnosed as PTSD as per DSM V criteria ( fable 1 ) Thus 
our preliminaiy investigation gives a clue that m selected 
PTSD cases there may be higher prevalence of short allele, 
possessing lower transport capacity, and hence lo^^r 
uptake of 5-HT than the controls having a higher 
expression of long allele. This, thus justifies the risk o 
PTSD in them . However, there are some contradictory 
reports witli respect to presence of either type of alleles In 
one of the previous findings among tlie Japanese 
population with a genetic predisposition to emotional 
restraint and inter-personal sensitivity, that have been 
reported to have a low frequency of LL genotype with the 
majority of population with SS allele, which shows that in 
Japanese populations 5HTT gene regulatory region 
nolvmomhism is not related with anxiety related traits. 


Table 1: Genotype counts of polymorphism within the 
I Serotonin Transporter (5-HT) promoter In PTSD patients 
i and normal control subjects. 


Control subjects PTSD patients 


SHTTLPRgenotypes 

N 

(%) 

N 

(%) 

LL 

21 

31.34 

15 

22.39 

LS 

33 

49.25 

32 

47.76 

SS 

13 

19.41 

20 

29.85 


Examination of various ethnic groups has revealed 
wide variation in various allele frequencies, the 10 repeat • 
allele frequency ranged from 0.02 in Japanese to 0.47 in 
European Americans.'* Interestingly no significant 
difference was found in the frequencies of long allele 
(“LL”) among the selected cases and controls in the 
present study. These results are in consonance with the 
earlier reports that suggest that normally higher frequency 
of LL alleles of serotonin transporter gene are to be found 
in people without any psychiatric illness. A recent study on 
the interaction between adverse social support and 
serotonin in transporter gene polymorphism has revealed 
that maltreatment plus SS gene type had the highest 
vulnerability for psychopathology and depressive scores 
were two times higher than the maltreated children with 
other genotypes'^, Therefore an interpretation of our results 
for possible involvement of 5HTTLPR polymorphism in 
PTSD is limited due to small size of sample and needs a 
large set of case control association studies to elucidate an 
association of polymorphism with the disorders, which 
indeed is the first of many steps towards understanding 
how genetic differences shape 
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A PRELIMINARY MRI STUDY OF HIPPOCAMPAL VOLUME IN CHRONIC 

POSTTRAUMATIC STRESS DISORDER 

Mushtaq A. Margoob, M.D., Yasir A. Malik, MDBS, Wiqar Bashir, MBBS, Majid Jehangir,* MD. 
^ Muhammad Yaqoob* and Muhammad Sultan* 


Since a long time, PTSD symptoms have been attributed to certain areas of the brain, the most important of 
which includes hippocampus Considerable evidence points out a relation between stress and damage to 
hippocampus. To examine this theory a controlled study was conducted in Government Psychiatric Disease Hospital 
in Sriangar in collaboration with the Department of Radio Diagnosis, on seven patients diagnosed with PTSD using 
DSM-IV guidelines. Of the seven patients, five were males and two females The patients were in the age range of 
22-68 years with an average duration of PTSD of 21 months Using appropriate MRI techniques and evaluation 
protocols, the hippocampal volumes were measured in both cases and controls The preliminary results revealed 
smaller sizes of both hippocampi in PTSD samples as compared to controls. The results of longitudinal study using 
MRI and spectroscopic methods are. however, been evaluated for a final report in near future 
(JK-Practjtioncr2006;l3(Suppl l):S69-S7I. 

Kcyyvords : PTSD, hippocampus, M RI, spectroscopy. 


Tliat traumatic events can cause psychological 
disorders in those who experience them is a well known 
f t' Onedisorderthathasreceivedconsiderableattention 
over the past t\vo decades is post traumatic stress disorder 

is a constellation of disabling behavioural and 
emotional symptoms that occur in some individuals who 
are exposed to severe psychological trauma in the form of 
combat, sexual abuse or natural disaste^^ Tlte lifetime 

valence of PTSD lias been found to be different in 
various epidemiological studies with the newer studies 
reporting a prevalence range of 7.8% - 12.3%'^', where as 
Margoob and Ajaz" report 15.19% lifetime prevalence of 

PTSD in their findings. 

Brain regions involved in memory are believed to 
mediate symptoms of PTSD . A cnicial role in learning and 
memory' is played by hippocampus". Considerable 
evidence suggests a relation between stress and damage to 
the hippocampus. A variety of animal studies have 
provided compelling evidence that hippocampus is 
sensitive to effects of stress'*. Studies in a variety of animal 
species indicate that direct exposure to glucocorticoids 
(cortisol) results in neuronal loss and decrease in dendritic 
branching in the hippocampus’" ", with associated defecits 
in memory function'^ Accordingly, a similar process may 
occur in humans, and survivors of traumatic events may 
develop hippocampal atrophy in a progressive maimer. 

The hippocampus and adjacent perirhinal, 
parahippocampal, and entorhinal cortex play an important 
role in short term memory*. Hippocampus is necessary for 
short tenn memory consolidation and HPA axis regulation. 
Signs of hippocampal damage (HPA axis dysregulation 
along witli memory impairment) are found in affective 
disorder, Alzeihmer’s disease, and posttraumatic 
disorder". 


From Dfpurtmertt ofPsychloiry, GovLhIetUcolCoUege Srinagar 
^DeporUn^ntofticidiodiagnasis Gmi Medical College, Srinagar 


Tlie mechanisms by which stress causes hippocampal 
degenerative changes in humans are a matter otdebate 
Another possibility that preexisting small hippocampal 
size increases the risk for exposure to trauma or for 
developing PTSD also exists'*’ '. 

Most of the studies have suggested that left 
hippocampus plays a greater role in the verbal memoiy 
Bilateral hippocampal lesions liave been found to be 
associated with severe verbal memory' impainnent 
compared to unilateral lesions, thus suggesting that botli 
hippocampi are involved in verbal memoiy. 

Neuroimaging studies have demonstrated 
abnonnalities in brain areas involved in memory in 
patients with PTSD. Many MRI studies have reported that 
chronic post Traumatic stress disorder (PTSD) is 
associated with lower than nonnal hippocampal volume 

wliileas some have not*' . We. therefore, conducted a 
study to look at the hippocampal stniclure( measured with 
MRI) in persons suffering from chronic posttraumatic 
stress disorder. 

Methods 

Tlie study was conducted in department of Psycitiatry'. 
Govenunent Medical college Srinagar in collaboration 
with the department of Radiodiagnosis. Tlie patient group 
consisted of 7 PTSD patients who met the DSM-IV criteria 
for PTSD 

Subjects with history of head injury or physical injury 
necessiating admission to hospital were excluded from the 
study. In addition subjects with liistory of life-time 
neurological disorder, psychiatric disorder, bipolar 
disorder and substance abuse were not included. The 
subjects were given a comprehensive account of the study 
and informed consent was taken from them. Tlie sample 
was matched according to the age, education, etc. with the 
control subjects. 

MRI Methods: 

All the patients were subjected to MRI of the brain, 
which was, performed with a 1.5 Tesla (Siemen’s 
symphony) and a standard head coil. Symmetric head 
positioning was verified by performing a short scout 
sequence and then tlie following sequence was perfonned 
.The first sequence was T-1 weighted image 
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I r I W iporfonned in snuittnl plane followed by T-2 
\\eiehied a\inl imaj:es(T2\V) to nile out any bram 
abnonnaliU Tlien oblique coronal inversion recover\’ (IR) 
sequence was perfoniied. after locating the plane of 
S\lvain fissure in TIW sagittal sequence The sections 
were thus perjiendicular to long axes of hippocampal 
fonnation Hippocampal volumes were measured in these 
oblique coronal images b> manual tracing method Finally 
orthogonal coronal T-2 weighted images (T2W) were 
obtained to detect an> change in signal intensity of 
hippocampus 

Results 

The study groups did not dift'er with respect to socio- 
demographic \anables The study group composed of two 
females and five males Age ranging from 22-68 years 
with a mean age of 56 4 years Tlie average symptom 
duration of PTSD was 29 months (range 18-43 months). 
The CAPS scores for PTSD ranged from \er> high to low 
scores (91-78) 'Hie control subjects matched adequately 
with the study group comprised of 3 females and 4 males. 
I he results of the prehmmaiy iinestigation re\ealed the 
similar size of both hippocampi m P'FSD patients as 
compared to the programmes. 

Discussion 

More severe chronic unremitting forms of PTSD. 
which majoniy of our subjects were suffenng from ha\e 
been reported to have an increased possibility of being 
associated with small hippocampal size ’ Some studies 
have specifically correlated with small hippocampal size 
w ith PTSD \ v^hile as others indicate that PTSD is not a 


necessary outcome of it '. In come reports corlico steroid 
induced damage to hippocampus resulting in its atrophy 
has been suggested to play an important role in the 
pathogenesis of PTSD"'. but other recent observations do 
not support corticosieriod mediated hippocampus 
neurotoxity as the main causal mechanism of the neuro 
psychiatric disorders'". Psychological trauma damaging 
areas of brain as evidenced by neuro imaging needs to be 
researched ftiriher as a challenge to the conventional 
therapheutic approaches^’. Although majonty of the 
studies sofar had involved mostly the subjects w-ith PTSD 
for a number ofyears. a recent hippocampal volume study 
on recent onset PTSD subjects has also replicated previous 
findings of smaller hippocamal volumes in PTSD patients, 
which as the authors also point out suggest, “that either 
smaller hippocampal volume is a predisposing factor in 
the development of PTSD or that damage occurs witliin 
months of trauma rather tlian a number of years.'*’* More 
rccenth spectroscopic assessment of the brain structures 
as a better indicator of the underlying pathology' than 
volume losses in conditions like PTSD has been 
suggesled*^ W’e have also been carrying out the 
spectroscopic measurements of our PTSD subjects and the 
results will be reported separately. The limitation of the 
present study w ill be addressed in the final report of this 
longitudinal MRI study when the final results are reported 
in near future 

In conclusion, the present preliminary study revealed 
small hippocampal size in trauma stlrvivors than those 
without PTSD. so ftiture research should focus on 
developing strategies to prevent and reverse structural 
changes m brain after exposure to traumatic expenences. 
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They are too young to grasp the enormity 
of the outrage perpetrated. They are doubted 
by their kin and have to endure the repeated 
assaults on their identity. Weighed down by the 
shame of lost dignity, these victims of abuse are 
driven to the edge by the violence of their 
suffering. 
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varying clinical presentation in victims of sexual traumatization 

Muhammad Mudasir Firdosi. MBBS and Mushtaq A . Margoob, M. D. 


Sexual traumatization is a common occurrence even in oriental societies but uncommonly reported and children 
are the most vulnerable victims Perpetrator is commonly intra-familial as opposed to the conimon belief, winch 
entails a more frequent and longer lasting abuse. Children frequently have a more severe psycho-pat o ogy ur 
observations in the reported five cases of abuse depict a myriad of clinical presentation in case of sexua 
traumatization. A common presentation is that of complex PTSD with variable associated symptoms ofdepression 
suicidalily and psychotic features. Compulsive behaviour is also a common and persistant teature. Owing lo social 
ostracization victims do not reveal these events, and when they do. they are not believed. In this there is an intportant 
caveat for health care providers when dealing with young patients, not responding to usual treatment protocol s 

(JK-Practitioner 2006;13(Suppl 1);S73-S78 

I 

Keyyvords: Sexual trniima, psychopathology, complex PTSD, depression. 


Introduction 

Various literary and historical sources chronicle 
existence of sexual traumatization in all sections of 
society since ancient times. Children have been the most 
vulnerable and commonest victims of sexual abuse. This 
type of trauma in children is not so uncommon as belie\'ed 
in oriental societies'. 

Sexually abused adolescents show a heterogeneity of 
consequences*'^. The psychological consequence of rape 
ha\’e been conceptualized as Post ti aumatic stress disorder 
(PTSD). In a prospective study. Roathbauin et al (1990) 
found that shortly after assault. 94% of rape victims met 
symptomatic criteria for PTSD; 3 months after assault 
47% of victims still suffered from the disorder^An 
average of 17 years after the assault, 16.5% rape victims 
had PTSD'. 

Victimization can be intrafamilial i.e. perpetrator is a 
family member (e.g. father, step father, uncle, grand 
parent etc) or extra familial that is perpetrator is a person 
outside die family (e g. friend, teacher, stranger, etc.)^ 
Sexual assault is also widely prevalent in domestic 
settings. Studies from west found that strangers 
perpetrated only 22% of rapes, where as husbands and 
boyfriends were responsible for 19% and other relatives 
accounted for 38%^ A study from India revealed that 
friends/co-studeiits perpetrated 53%. strangers 27%, 
relative/parent 8% of sexual assaults within a sample of 
school going children*. 

Literature review on child sexual abuse perhaps 
provides the best infonnation on the effect of trauma on 
children". Sexually abused children usually have 
problems with fear, anxiety, depression, anger and 
irritability, aggression, sexually inappropriate behaviour, 
feelings of isolation and stigma, poor self esteem, 
difficulty in trusting others and substance abuse.'* Kendall 
Tackett et al (1993) review of research studies of the 
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effects of Child sexual abuse reported dial 2 1 % lo 36 % of 
child sex abuse victims had no short temi symptoms and 
that 64% lo 79% of child sex abuse victims had varied 
patterns of symptomatology. These included in 
descending order of frequency, sexualized behaviors, post 
traumatic stress disorder, poor selfesteem, anxiety, fear, 
depression, suicidal ideation, somatic complaints, 
aggressive behavior, ninning away and substance abuse"'. 
McLeeret al (1988), in their study on 92 sexually abused 
children and adolescents, found that 54%, 42% and 10% 
met criteria for PTSD after tliey were abused respectively 
by natural fathers, trusted adults and strangers" It is often 
believed that effect of sexual abuse is more severe if 
perpetrator is the father or some close relative'* Several 
studies also provided evidence that abuse by a family 
member, as compared to a stranger, leads to long-tenii 
negative consequences and high level of distress'"'*. A 
possible explanation is that abuse by a relative often 
implies more frequent and longer lasting abuse, which 
may result in more severe psychopathology*"''*. Yet few 
studies had reported that victims abused by an extra 
familial perpetrator, compared to those abused by family 
members, have higher level of symptomatology'' 
Considerable evidence suggested that cohesive, 
supportive family environment might ser\e as a buffer 
against the negative effect of sexual abuse*^’. 

Usually most of the abuse victims develop symptoms, 
which overlap between complex PTSD and borderline 
personality disorder*'. Complex PTSD, as a diagnosis, is 
reflective of an admixture of axis I (state) and axis II (trait) 
^mptoms and embodies constellation of symptoms 
resulting from such early and adverse events■^ Complex 
PTSD is described including the associated features and 
disorders of PTSD in association with an interpersonal 
stressor (e g. childliood sexual abuse) and integrates the 
disorders of affect regulation, dissociation, somatization 
and altered perception of self and others^'. 

A variety of risk factors for development of PTSD 
have been identified, in the immediate aftermath of 
trauma. Dissociation has been found particularly 
important in development of PTSD'". Dissociative process 
which may range from normal day dreaming to the 
extreme of multiple personality disorder, have been found 
empirically to occur more frequently in victims of sexual 
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abuse* * Increased rates of dissociative plieiioincnon 
have also been found in victims of multiple rapes and in 
adults evidencing self-cutting behavior*'*’**, Dissociation 
during and immediately after the traumatic event is called 
as peritraumatic dissociation and is thought to be a 
primitive coping mechanism, which attempts to protect 
the victim when psychologically overwhelmed by the 
abusive event* . It lias been proposed that memory 
disruption associated with the peri traumatic dissociation 
leaves the abuse victim with an inabilit>' to learn from 
tnuunaiic experiences and make it difficult to bring the 
most infonned judgment to bear when faced with a 
potentially dangerous situation'”. TTius peritraumatic 
dissociation may lead to a proneness to reenact the 
traiuna'*. Avoidant coping, which is an important feature 
of anxiety/ arousal response, has been identified as a risk 
factor for PTSD -”. 

The purpose of the study is to understand the symptom 
profile ofthe patients traumatized sexually This Incomes 
all the more important due to lack of scientific data on one 
hand and indicates that the problem is not so uncommon 
on the other. 

Case I 

A 23 year old. female first in birtli order widi nonnal 
birth history and developmental milestones, belonging to 
a middle class family presented to the first author, on 
insistaiice of her parents for increased self banning 
tendencies and an overall change in behavior. According 
to the parents tliere was a change in behavior of the patient 
from last three years. Earlier she used to be very jolly, 
trusting, acti\ e. would take part in day-to-day house hold 
activities as well as her studies which she was good at. 
Gradually she started to become irritable, self-destructive. 
On asking from the patient she did not volunteer much of 
her personal history. A provisional diagnosis of borderline 
personality disorder was made. In addition to dating her 
for psychotherapeutic / counseling sessions, she was put 
on pharmacotherapy in the fonn of SSRI (Sertaline 25mg 
OD increasing to 50mg) and clozapine50 mg for suicidal 
tendencies. Even at her 5th visit in the next two months no 


reveal to any body rather locked herself in. cleaned up" 
bloodstains from her face, clothes and fioor of her rooni 
After this event there was a complete change in her self- 
perception chronically feeling ashamed and not able to 
trust. She became more guarded, used to remain sad her 

concentration in herstudics decreased, became withdrawn 

in daily activities of home and other social interactions 
About 1 year back dunng the winter season in the 
month of January the perpetrator had visited their home 
again without his wife and had stayed there for the night 
The patient was busy studying late in her room for next 

day examination, when at about I O’clock in the night; the 

perpetrator sneaked into her room and bolted it from 
inside. He caught hold of her hair and raped her for 5-10 
minutes. According to the patient she froze and was not 
able to cry for help. She was horrified and felt completely 
helpless. Once out of a depersonalization state she broke 
every thing in her room and kept weeping the whole night 
and did not appear in her examination the next morning 
Again she did not reveal this event to anybody and bcciime 
severely withdrawn, her appetite decreased drastically, 
could not sleep, developed severe guilt feelings 
worthlessness and sense of foreshortened future and 
nothing to live for. Her irritability, anger and self- 
destructive behavior increased. She used to break glass 
articles to cut her wrists and arms. According to the patient 
she would get some relief on seeing blood and sometimes 
would collect it in the polythene sachets and then spill it 
here and there. She often would relive the event when she 
would see clouds, barking dogs (tliat night it was raining 
and dogs were barking) hear phone rings, or whenever 
somebody would talk about the perpetrator and her self- 
harming behavior would increase. A diagnosis of 
posttraumatic stress disorder was made and patient was 
put on pharmacotherapy and psychotherapy. Besides 
cognitive behavior therapy the patient failed to respond to 
two of SSRI trials, one TCA trial and one atypical 
antidepressant trial over a period of seven months. This 
led to utter fhistration not only to family members but the 
treating staff too. Besides regular clinical evaluations, 


improN ement was obseiA ed in the condition ofthe patient 
On continued interactions and counseling, the patient 
volunteered some information leading to suspicion of 
sexual trauma. As revealed subsequently, a distant relative 
(husband of a cousin sister) who used to visit their house 
after his marriage with the cousin of the patient more than 
three years back, and occasionally used to stay there along 
with his wife and some times atone. Following repeated 
sexually provocative remarks by him. the patient started to 
be fearful and vigilant, whenever he would visit their 
house Once finding her alone at home he tried to rape her 
and following tliis she started with frequent palpitations, 
breathlessness and tremors. Without revealing any thing 
to her family members she would try her level best to 
avoid him which her parents would not appreciate as it was 
contrary to what she used to do earlier. She continued witli 
these s>'mptoms when two years back suddenly holding 
her arms he once again tried to sexually assault her. She 
became agitated, restless, and highly irritable, with a 
chronic sense of guilt and responsibility. Once she tried to 
harm herself by hitting her head against a wall mirror and 
injured herself leading to bleeding which she did not 


CAPS, MADRS, CGI Scales were used to assess the 
treatment response. A valid consent from both the family 
and the patient, biweekly ECT course of six ECTs was 
planned. Contrary to our observation of marked 
improN ement after ECT in such cases, sometimes just 
after having received the first or second ECT, this patient 
did not show much improvement after six ECTs and 
furtlier for three weeks after that. The CAPS and other 
scores had not changed much. Witliout expecting much 
psychotherapy and phannacotherapy with Sertraline 
1 OOmg, and Mirtazepine 7.5mg was continued till the next 
visit To tite siuprise of everybody within the next tliree 
weeks there had been a dramatic overall change in the 
patient. Fi\'e weeks after having a course of six ECTs the 
patient had joined back her college, was taking part in her 
household activities. Her appetite, sleep, concentration 
had improved much. The total CAPS scores had 
comedown to 72. Re-experiencing and avoidance 
symptoms earlier getting precipitated with multiple cues 
had markedly diminished. Hyper arousal symptoms were 
also fairly under control first time after tlu*ee years of 
continuous agony and suffering. 
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26 year old. female, first in birth order witli normal 
birth history and developmental milestones, unmarried, a 
private corporate employee, belonging to a middle class 
family presented to the authors with the history ot 
complete inability to sec from last one week. 7 days back 
after some argument with her boss she became very 
irritable and took some unknown pills at her home. She 
went to her room and tried to sleep. At about I Ip.m her 
mother went to her room to ask for food. Tlie patient asked 
her mother to pul on the lights, which surprised her 
motlier. as the lights were all ready on. On knowing this, 
she felt tliat she couldn 't see anything. 

She was nished to a doctor who referred her to a 
ophthalmologist who prescribed some eye drops 
declaring her normal. Patient was not satisfied and 
consulted another (ophthalmologist) who also reassured 
her that there was nothing wrong with her \ ision. Patient 
could not sleep and her appetite decreased drastically. She 
stopped going to her office and would cry at her home for 
hours. She continued to visit clinician after clinician and 
finally one of the doctors even prescribed her black 
glasses and a stick and this was state in which she entered 
ourOPDroom. 

On establishing proper rapport when asked about the 
illness patient expressed having sad mood most of die 
days and lack of interest in her routine day-to-day 
activities. These feelings had become worse following her 
inability to see. She dates back diese feelings to her 
childhood and repeatedly said, “I hate tliis world and 
everyone associated with it”. When asked about the 
reasons why she felt like this she broke down into tears. 
On being re-assured and calmed down she requested us to 
let her family members out. After this she became more 
cooperative and started describing her childhood 
experiences and described that she was very fearful of her 
father and that she was ashamed to be his daughter and 
said that he (father) has abused her sexually since 4th 
standard. Initially she could not imderstand what was 
happening but as shegrew-up she developed severe hatred 
for him. She was too afraid of her father and was not able 
to sleep for whole nights. She would also get nightmares 
that direedy portrayed the abuse. Tliis went for many years 
and due to some family reasons she shifted to her uncle s 
house, where she continued to put up for 5-6 years.. 
During these years she had flash backs of her abuse and at 
school she would tiy to know fi-om classmates about their 
fathers as to how their fathers behaved with them? She 
developed low self-esteem and had very few friends at 
school. She also recalls having repeated headaches and 
stomachaches. When after few years she was shifted back 
to her parent’s house, she was terrified with mere thought 
of facing her father. All these years she had avoided her 
father in one-way or odier. But to her shock her father 
again started abusing her. He also threatened her not to 
reveal it to anybody, or else she would be ruined and that 
no one will believe her This kept on happening repeatedly 
and once she decided to tell her mother who did not 
respond appropriately which upset her to the extent that 
she tried to kill herself by cutting her wrist at one occasion 
and took some drug over dose twice to end her life. She 
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said she had repeated thoughts of death and feels that sl^ 

should die ratlier get assaulted again and again 

A diagnosis of chronic PTSD with co morbid 
depression with conversion (blindness) was made. On 
giving strong suggestion and reassurance, the conversion 
symptoms were reverted back and patient started seeing 
again instantly and threw away lier black goggles and 
stick. Patient was put on combined pliannacotlierapy and 
psychotherapy. Presently there arc no depressive features, 
suicidal ideation, sleep improved, better interest in day to 
day routine, except that mood dysregiilalion, poor impulse 
control and avoidance symptoms have been persisting 
over the montlis. 

Casein 

25 year old, female, first in birth order, with nonnal 
birth history and developmental milestones, belonging to 
a middle class family studied up to 1 2lh class presented to 
the authors accompanied by her motlier with history of sad 
mood, disturbed sleep, loss of interest in day to day 
routine, loss of appetite, and decreased social interaction 
for last 8 months. In addition to above symptoms patient 
had history of recurrent hand washing and recurrent 
suicidal thoughts off and on. A diagnosis of major 
depressive disorder was made and patient put on anti- 
depressant treatment. On subsequent follow up there was 
no improvement in the condition of ilie patient. The dose 
of medication was increased with subsequent 
augmentation. In one of the subsequent visits, she 
disclosed her personal suffering dating back to her 
childhood. 

According to patient, at the age of 5 years, when she 
was a student of first primary, she used to go to her aunts 
house for tuition fi'om her cousin who was a graduate. One 
day when they were alone in the room, he abused her 
sexually. But the patient was not able to understand it then. 
Two years later at age of 7 years he again abused her and 
again patient was not able to understand the act. But she 
got extremely frightened and started to hear some voices, 
which used to tell her that die place is not safe for her, she 
should leave. With years as she grew up, these voices kept 
bothering her off and on. 

When she was about 11-12 years old, and experienced 
pubertal changes she got some understanding wliat had 
happened to her at the age of 5 and 7 years. She became 
disturbed and irritable, developed severe anger and hatred 
against her cousin, whom she permanently avoided after 
that and stopped going to their house. She continued to get 
nightmares, wliich were mostly about the sexual trauma 
experienced by her. The frequency of recurrent thoughts 
of the event increased as the time passed and sometimes 
she would get vivid image of the event again and again. 
She also developed repetitive behavior of, cleaning and 
hand washing. In addition the voices described earlier, 
used to bother her as before. 

Next year in her 10th class, she was forced to take 
tuition from the same person (cousin) who had assaulted 
her during childhood. In spite of her severe resentments 
and resistance, her father did not agree and she had to go to 
her aunt s house for tuition. She started with persistant 
feeling of sad mood, used to remain guarded, not able to 
concentrate on studies witli a constant pre-occupation and 
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fear ot repetition oi Uie previous trauma by the perpetrator 
which resulted in her failure The voices telling her about 
the traumatic event continued so did the perfietuai feeling 
of never having enjoyed any moment in her life. After 
passing 12th class examination she was not allowed to 
study further by her parents. Following this she again 
developed sad mood, insomnia, loss of interest, episodes 
oferying, fatigue for about I year, which subsided to some 
extent subsequently However, she continued with the 
above symptoms intennittently predominantly reliving 
and re-expencncing the traumatic event. After a penod of 
8 months, following some stressor in the family she again 
developed, severe sad mood, loss of interest in day to day 
routine, msomnia. night tenrors. fearfulness, suicidal 
ideation, loss of appetite. Tlie voices commenting on the 
traumatic event increased in frequency and in duration. 
She would feel, as she is in a daze and was not able to 
understand what has happened to her. According to her 
mother, at home she used to remain aloof, would not talk 
much, sev ere irritability on minor issues, often weeping. 

She had not disclosed the events to anybody except for 
her younger sister, though the younger sister of the 
perpetrator had witnessed the event herself and told her 
mother (aunt of the victim) who in turn threatened the 
victim not to divulge about this “child game" by the cousin 
to her. to any body especially her home people as in tliat 
case, powerful magical body will lead to her petrification. 

A diagnosis of chronic PTSD with psychotic features 
was made and patient put on pharmacotherapy and 
psychotherapy The treatment is still continuing, with the 
patient showing improvement. 

Case IV' 

14 year old. female student of 7th class, resident of a 
rural area with history of iionnal birth and developmental 
milestones, belonging to a middle class family was 
brought to the authors by her father with chief complaints 
of recurrent episodes of loss of consciousness for last six 
months. Detailed history and mental slate examination 
revealed that events date back to about 2 years when she 
was about 1 2 years of age 

One evening as per the routine at about 7 pm, when it 
was almost dark outside, she had come out of her house to 
meet the call of nature As she was walking towards the 
toilet located at some distance from the house, two young 
men suddenly caught hold of her and forced her towards 
the comer of the courty'ard and they tore away her clothes 
and raped her She fainted due to extreme fear. When she 
did not return after some time, family members came out 
to search for her After finding her unresponsive in tlie 
yard, they took her inside. After a while on regaining 
consciousness amid crying and weeping she narrated the 
whole event to her family. The perpetrators were from her 
neighborhood, who had earlier been passing obscene 
remarks on her. Following this traumatic event the patient 
started behaving abnormally. At times she would talk 
irrelevant, started having episodes of loss of 
consciousness, could not sleep would be fearful, irritable 
This continued forone month and patient gradually started 
improving by herself, with improved sleep, and mood. 
And was almost all right, but every now and then she was 
asked to report her statement about the whole traumatic 
event before various agencies inv estigating die case and 


Hovvev cr. slic did manage to go to her school till 6 months 
back when while going lo school, the mother of one of the 
peipetrators along vviih other women ofthat family tried to 
abduct her abusing her of loose character, pulling tlicir son 
into trouble. Though she was being subjected to such 
abusive comments at school also but she still continued 
hersuidics. But following the abduction attack she started 
fainting again, with marked irritability, weeping spdis 
disinterest m lier studies and day to day activity.^^cme 
fear, disturbing dreams mostly pertaining to the sexual 
assault and attempt to abduction. Increased insecurity 
feelings had induced change in her behavior and she did 
not agree to go to school. Tlie symptoms showed slight 
improvement with medicines and counseling, on 

subsequent follow up there was some improvement in her 
condition. 

CaseV 

19 year old female, 3rd in binh order among 6 siblings 
with norma! birib history and developmental milestones, 
studied up to 12tli class, unmarried, belonging to a lower 
socio-economic status, presented to us. accompanied by 
her elder sister with chief complaint of abnormal behavior 
and irritability from last one month. As per the infonnant 
(sister) the patient was apparently well one month back, 
when after engagement of her eldest sister, to whom she is 
very much attached, she gradually started with irritability, 
weeping spells, excessive talking, behaving like a young 
child, like asking age inappropriate questions, laughing 
inappropriately 

On detailed history' and mental state examination, it 
was revealed that history dated back lo about 3 years. 
According to the informant, once when the patient had 
visited her maternal uncle's home intending to stay there 
for a few days, but it was only the next morning that she 
came back. At that time she was severely agitated, fearful 
in tears, looking very' sad. Tfie patient told her family that 
during proceeding night she had a dream, which 
frightened her, and she could not sleep. She went to her 
uncle and told liim about it. He asked her to sleep there 
only with him According to the patient after that he held 
her close to his body and started fondling with her. Her 
family believed her for few days but as she started 
behaving more abnonnally day after day they started 
doubting her narration. According to the informant, the 
patient was not able to sleep, often talk irrelevant, had 
crying spells, started witli features of repeated hand 
washing. In addition these symptoms, she alleged seeing 
some black men who used to frighten her. She was also 
frightened by her own reflection in mirror and she always 
av oided looking into the mirror. During next 6 months she 
would usually have frightening dreams related to the event 
and would feel it happening again and again. She received 
psychiatric treatment and showed improvement except for 
repeated hand washing and some change in her way 
relating to events. After that event she never visited her 
uncle’s home, never talked to him, wherever he would 
visit them, instead she would go away and ask her mother 
as for why he is visiting them. She developed severe anger 
and hatred towards him. 

Now at present after an interval of two years, her 
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-^^ptoms worsened on occasion of engagement of her 
Mer sister. Patient was behaving like a child, irritable 
Lddenly becoming fear fUll with inappropriate affect, but 
vould become veiy resentftil when any tiling related to the 
event was asked. Her affect at that time would also 

becoi^^ appropristc. 

A diagnosis of chronic PTSD with psychotic features 
was made and patient put on phannacotherapy. 

On subsequent visits patient showed improvement, 
which was quite visible after a period of 3 months, when 
she gradually resumed nonnal psychosocial functioning 
expected from a girl of her age, however some residual 
symptoms were persisting, like on referring to perpetrator 
would induce marked distress to her. Patient is on follow 
up, doing well. 

Discussion 

Sexual abuse is not commonly reported in clinical 
settings, as already documented (Margoob et al 1996)”. 
Tliis is fiirther testi fied to by the present study where most 
of the cases disclosed a history of sexual abuse after many 
sessions only, when a good therapeutic alliance had been 

established. 

Most of die patients in our study initially presented 
with symptoms favoring diagnosis of depressive disorder, 
conversion or somatization, borderline personality 
disorder but as the cases uitravelled, most turned out to 
have Complex Post Traumatic Stress Disorder (PTSD) 
with variable associated symptoms of depression, 
siiicidality, dissociation, conversion, self harming 
behavior, and psychotic features, which in turn varied 
from hearing of voices to thought insertion and 
broadcasting. Such associated psychotic features in the 
form of trauma related hallucinations have already been 
reported”. The severe psychological consequences 
resulting from prolonged, repeated trauma are hardly 
picked up by the current PTSD diagnosis. Research is 
going on to assess whether the complex PTSD diagnosis 
characterises the symptoms of prolonged trauma in a 
better way'^^. In a very recent study on association 
between trauma and hallucinations. Hardy et al. (2005) 
reported that 12.5% of the non-affective psychotic 
subjects who had experienced trauma, had similar themes 
and contents to their traumas; 45% had hallucinations with 
similar themes but not the content and 42.5% had no 
identifiable association between their hallucinations and 
previously experienced traumas and the traumas most 
likely to be associated with hallucinations were sexual 
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abuse and bullying. , 

Also some of tlie victims started with compulsive 
behavior after the traumatic event, which usually persisted 

well in to the adult hood. Most of the patients m our 
present study had developed peritraumatic dissociation. 
Higher rates of dissociation have been reported in victims 
of multiple rapes and in adults with manifestations sell- 
cutting behaviour”” In peri-traumatic dissociation the 
memories of the event may gel fragmented and in- 
adequately integrated with other meinones leading to 
impedement to accommodate to the traumatic event. 

Self harming suicidal behavior was also a common 
finding in this study. A history of multiple conversion 
symptoms, including a case of complete blindness for 4 
days could also be elicited. The influence of a combination 
of early and subsequent stressful events in predicting later 
onset of psycho-pathology as expressed in current neuro- 
biological models of PTSD may^ be applicable to 
conversion symptomatology as well. Increased psycho- 
logical distress after exposure to negative life events in 
victims of child-hood sexual assault are explained as 
coping strategies.*' and dimensions of attacliment. 

Majority of the patients had a loss the confidence, 
with a perv'ading sense of mistrust. In all of events, except 
one, the perpetrator was a close relative of the victims 
which combined with the prevalent socio-cultural value 
system may be an important reason for such events not 
getting revealed, as shown by our present study. In case tJic 
victims sought relatives’ confidence and they were not 
believed, or were discouraged from revealing or even 
threatened because disclosing any such event would mean 
social oslracization of the victim and her family 

Tlie current social fabric is centered around a joint 
family system especially in the rural areas of our state 
This system entails increased physical proximity, 
overcrowding, common sleep room practice, all of which 
could further the risk of incest. Tliis suggests that tlie 
incidence of incest as reported earlier also may not be as 
low as commonly believed. 

All this has crucial implications for health care 
providers, who conduct clinical evaluation and treatment. 
The possibility of sexual trauma should be kept alive, 
while evaluating young patients, especially those who fail 
to respond to treatment protocols for no apparent reason, 
so as to avoid not only protracted and unfruitful 
therapeutic schedules, but more importantly, to prevent 
the crippling consequences on the life & personality of the 
victims. 
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InULT LIFE CONSEQUENCES OF CHILDHOOD SEXUAL ABUSE; CASE REPORT 
^ STUDY 

^^,Khtaa A. Margoob MD, Arshad Hussain MD, Farooq Ahmad Dar MSc*, Taha . 

A Wani MD, Akasli Yousuf Khan MBBS, Muhammad Mudasir Firdosi MBBS, Yasir A. Malik 
MBBS, Shiekh Ajaz Ahmad MBBS, Abdul Majid MD and Abdul Hamid Zargar DM 


Sexual abuse has existed since ancient times, in all strata of every society, but has remained under reported 1 c 
few cases that do get reported arc an important source of knowledge about the patterns and consequences ofaousc 
Following five vignettes show-case abuse experience and se(|uelac in the victims The victims experienced trauma 
between the age of 4 to 12 years, three of them were males and four were the eldest issues in their families In tour 
cases the perpetrator was a relative N«)tic of the subjects was abused by more than one perpetrator and only one was 
abused continuously over the years The commonest manifestations were anxiety, depression, dissociation, 
somatization and obsessive traits All these facts would hold a key value for clinicians posed with challenges ol 
evaluating abuse patients 


(J K'Practilioiier 2006; 1 3(SuppI I ):S79>S8 1 

Childhood sexiinl abuse, anxiety, depression, dissociation, somatization. 


Thcdetremental effects of child sexual abuse on inter- 
personal. social and sexual fiinctioning in adult life 
though very relevant has not been adequately researched 
so far even in the west. The self disclosure of adults about 
their abuse as children led to the initial phase of modem 
research into the subject witli the result that over the last 
10 to 1 5 years, child abuse has cotne to be widely regarded 
as a cause of mental problems in adult life.' Sexual 
victimization has been dociunented in various literary and 
historical sources since ancient times. It has existed in all 
strata of every society^ Sexual abuse of children living in 
their families in non-western societies is not so 
uncommon as is generally believed. Child sexual abuse 
can be defined as sexual exploitation or misuse of a child 
upto the age of 14 years. It also refers to sexual behaviour 
between a child and an adult or between two children 
where one of them is significantly older or uses coercion. 
The perpetrator and the victim may be of the same sex or 
opposite sexes. In the absence of any accurate data on the 
subject from oriental societies, study of possible 
association between history of sexual trauma and its late 
appearing psychological effects and lasting medical 
consequences assume a high significance. Case report of 
three male and nvo female adults with history of severe 
sexual abuse during childhood between the age of 4-12 
years is discussed here to highlight die predisposing 
circumstances, variation in presentation and a need for 
early detection of sexually abused victims. 

Case I 

Eldest of 4 issues, 29 year old single male doctor 
spoke about his sexual abuse while the first autlior 
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(MAM) casually talked about case reporting regarding 
this topic. He had been abused by his malcmal uncle at the 
age of 3 or 4 years when lie did not understand the nature 
of the act. He thought it is play when his uncle asked him 
to climb the bed. Afier experiencing severe pain for 2 
days, he realized something wrong had happened. He 
avoided intimacy with his uncle and would not visit his 
matenial home so frequently after tlie episode occurred 

Eight years later, he was playing with tlic same person 
at maternal grandparents place and he decided to sleep 
with him having forgotten about the last episode Me 
woke up in the middle of the night feeling again pain in 
the anal region. He quickly moved out of the bed and slept 
with his grand mother. 

Since then he has been ver> sensitive to the physical 
proximity of men around him. including his friends and 
ev en family members. 

}*a.st Meciical Hi.story’: 

Was operated for right undescended testis at the age of 
10 years. Had obsessive compulsive disorder at the age of 
24 years which was preceded by an immense period of 
anxiety regarding relationship with a college gil l. 

Had the first episode of major depressive disorder at 
the age of26 years which was successfully treated with an 
SSRI for more tlian 9 months and continues to be in 
remission. 

Case-2 

First issue of her parents, slie had reported first lime 6 
years back to the first author (MAM). As a 22 year old 
single female who after college education had left her 
recently acquired job without any apparent reason She 
presented witli severe complaints of intnissive thoughts 
and preoccupations with cleanliness. She was 
accompanied by her younger brother, a medical suident 
who suspected possibility of a psycliiatric problem in his 
sister after attending few classes in psychiatry'. Initial 
interview with the patient revealed sev ere distress about 
her blasphemous ideas and her preoccupation with 
excessive cleanliness and fear of contamination 
Subsequent interaction with the patient revealed 


JK-Practitioner2006; 1 3(Suppl1 ) 


S79 



froumotic stress 
following specific details:- 


psychiatric sequelae of sexual abuse'. Certain practice 
parameters arc of imitiensc help for evaluation of such 


cases 


At the age of 4 years, she was sexually abused by her 
distant uncle (father s cousin) who would frequently visit 
their house. She could not realize the nature of the act and 
started taking it as a play. At the age of 8 years, she once 
undressed herself completely in front of her mother and 
other family members while the abuser was present, who 
paid no apparent attention at that time but the abuse 
continued in privacy. The mother, as the girl revealed, had 
sexual relations with the perpetrator and father who 
would mostly be out of his home in connection with his 
job, had also an extra marital relationship. 

The victim at jiroimd 1 1 years of age had once spoken 
to her mother about it who looked indifferent and advised 
her to be cautious in ftiture. When she reached menarche. 
she refused to get abused as according to the victim, by 
now she was well aware of the various consequences like 
pregnancy and moral implications of such an act. 

Roughly aroiuid tlie same time, she began to get 
thoughts about sacrilege of her religion. She also would 
repeatedly clean her hands. She was so obsessed with 
excessive cicanl iness that when she got a government job 
in an office, she gave it up on the ground of fear of getting 
contaminated wliile working among males in the office. 
Her brother sought psychiatric advice for her after he 
realized tliat she had a problem which needs to be 
discussed and managed by a psychiatrist. Her refusal to 
get married was bothering her family too much. After 
psychotherapeutic intervention and drug (sertraline) 
treatment, the victim agreed to marry'. Initially she 
experienced frigidity and maladjustment but 
subsequently overcame it and is now a mother of two 
children living with her husband in ajoint family set-up. 

Case- 3 

First issue of her parents, 27 year old female doctor 
about a year back, is brought for psychiatric treatment 
with histoiy of nervousness, outbursts of anger and 
suspiciousness, mostly against her parents and in-laws 
except her spouse in whose presence, she would remain 
calm and relaxed. The lustory revealed that she had been a 
very candid mixing type of a child with very good 
manners and excellent performance at school till the age 
of 8 years when she gradually started becoming irritable, 
impulsive and often tearful. In a small nuclear family of 2 
parents and a young brother, the patient would be left 
alone in her home with a male domestic helper aged about 
17 years as both the parents were working. After tlie 
management of the major psychiatric symptoms, a 
detailed psychiatric work-up revealed that the patient had 
been repeatedly sexually victimized by the servant from 
the age of six upto the age of 1 1 when he was fired out by 
the patient's mother after the patient complained against 
him. The lady, described herself as a very timid, 
indecisive type of person and attributed all her insecurity 
feelings and obsessive behaviour to the sexual trauma 
which she says she has never been able to get out of her 
mind. With the help of her supportive husband and 
psychotherapeutic intervention, she is working as a 
clinician but the agonizing flash back still haunt her. Post 
traumatic stress disorder (PTSD) is one of the common 


Casc-4 

First issue of his parents, 23 year old married male 
doctor from rural domicile was brought by his family 
after stomach wash in medical emergency, for uruent 
psychiatric help following a suicidal attempt. On 
examination, the patient was sad and anxious with 
marked depressive features. First sitting was spent in 
crisis intervention. Tlie subsequent two sittings revealed 
that the patient had been diagnosed by gastroentrolouisis 
SIX years back as suffering from irritable bowel syndrome 
and had in addition manifested symptoms of a mixture of 
anxiety, depression and obsessive symptoms over the past 
3 years. 2 years back, he had attempted suicide almost 
under the identical circumstances i.e, at both the 
occasions, he had made sexual advances towards his 
young sister-in-law in the mid of the night while other 
family members including his mother were also sleeping 
m the same common sleeping room. At both the 
occasions, it had resulted in severe guilt and anger 
directed towards self, cultiininating in a suicidal attempt 
Subsequent psychiatric interaction revealed tliat die 
patient had been sexually abused by maternal aunt from 
the age of 8 years to 1 7. when she had suddenly died at the 
age of about 36 years. At occasions, he had felt and also 
expressed an intense desire of almost obsessional nature 
to see his sister-in-law for a very brief period so as to 
apologize for his fantasized sexual feelings towards her, 
although he would always try to treat her as his own sister. 

Case-5 

A 20 year old rural male single student of B Sc. 2nd 
year, was referred to psychiatric OPD after longterm 
medical work-up revealed no abnormality. His problem 
had been '‘inability” to concentrate on his studies, 
occasional headaches and gloominess. All these 
symptoms had started from late adolescence and 
according to liim, seriously hampered his progress in 
studies as he managed to just pass liis examination. His 
teachers thought of him as immensely talented and in fact 
passed all his examinations till 1 1 th class with high grade 
marks. He used to get aggravation of these symptoms 
more when he used to visit his fatnily at his native village, 
as he mostly used to reside with his father in the city 
where he was studying in the college. Mental status 
examination revealed a moderately built, well kept young 
male, witli normal speech pattern and no disturbance in 
thought form or content and with normal perceptions. He 
reported occasional sadness and gloominess and 
objectively Iiis affect was normal. He was alert, oriented, 
with some concentration lapses, with preserved insight. 
His calculations, field of knowledge and memory were 
absolutely normal. Symptoms were particularly severe 
while going to sleep at night. 

He was the only male and youngest issue of a lower 
middle class family. His two sisters were elder to him by 
10 and 5 years. The elder one was married with two 
children and the other died suddenly few years back of 
some unknown cause. 
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The firs* psychiatric interview was almost 
vealiiig but the subsequent interview revealed that 
ov was repeatedly sexually abused by his second 
**^ter childhood until she died at the age of 1 9 

most of the day, he would be obsessed with 
fantasies revolving around the two sisters, 
ociated with lot of anger and guilt. To get rid of these 
Tsessivc thoughts, he used to indulge in various 
^ interacting compulsive behaviours. The patient soon 
^^alizcd that all his physical conflicts and psychological 
Problems onginaled from here. 

^ Treatment plan for this patient was devised, besides 
rescribing clonazepam for initial 3 weeks. Weekly 
^ession of 30 minutes was instituted in which cognitive 
behaviour therapy was tried which included: (a) Imaginal 
dcsensitization, (b) Relapse prevention, (c) Social skills 
training and (d)Scx education. And after 1 2 weeks patient 
was treated completely and has in fact helped in 
identifying few other patients. 

Discussion 

All the five cases had verj' strong and persistent 
discomfort about theirtraumalic experience in childhood. 
All of them had manifested a variety of emo.tional, 
behavioural and somatic symptoms. Anxiety, depression, 
dissociation, somatization, interpersonal sensitivity and 
marked obsessive traits were the common emotional 
symptoms experienced by the victims. Similar findings 
have been reported from the West*. All the victims 
recounted a gradual progression of boundary violations 
by the perpetrator starting with tiny invasions and 
escalating to serious overwhelming intrusion. None of the 
cases had been abused by more than one perpetrator Four 
out of five cases were the eldest issue of their parents. 
Along with these similarities in clinical presentation, 
there were some striking differences also. Although 
majority of the cases comprised of medicos probably 


because of increased awareness of the subject and a 
fraternity feeling with the investigators their willingness 
to disclose the history ofchildiiood trauma varied widely. 
This was in keeping with our earlier obscivation that 
childhood sexual abuse is not usually reported in our 
clinical settings so easily . Only one case who also had 
been severely abused twice during eight year period, had 
been able to rebuff tlic intrusions by adopting strategy 
which caused the offender to refrain. Other four weie 
continuously abused over the years resulting in different 
psychological and physical sequences. One more 
significant finding of the study is the observation that out 
of five cases, the perpetrator was a relative in four. It may 
suggest that the incidence of sexual abuse of children in 
Asian societies may not be so uncommon plicnomcn as is 
usually believed. Increased physical proximity, 
overcrowded conunon sleep room practice and familial 
isolation patterns are likely contribuing factors for sexual 
abuse in general and intra-familiar type in particular. 

Sexual abuse also leads to many physical sequelae 
Approximately one third of sexual assault victims suffer 
some fonn of injiuy. Recent studies have reported higher 
frequency of abuse reporting among patients with 
flinctional gastrointestinal disorders, compared with 
those with structural gastrointestinal disorders’. One 
study at the University of Washington has reported abuse 
history in 54% of patients with irritable bowel syndrome 
compared with 5% with inflammatory' bowel disease . 
Enquiries with past histories of sexual victimization may 
be of great help to categorise subgroups of patients with 
irritable bowel syndrome. The role of childhood sexual 
trauma in contributing to adult life psychological <u)d 
medical consequences remains to be classified with 
studies on large sample. Besides functional disorders, the 
impact on stress related endocrinological, 
gastroenterological and immunological aspects are likely 
toyield more conclusive results. 
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The mind and body are linked inextricably 

what troubles one cannot but have an impact on the 
other. The fear originating in the brain manifest as 
the startled gaze, the galloping heart, the sweat 
dampened brow. 
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SOMATIZATION IN POSTTRAUMATIC STRESS DISORDER : BRIEF REPORT 
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PTSD presents as a multiude of symploms, not the least importance of which is somatic complaints Infact, 
recognizing the traumatic origin of somatization of abuse - importance in view of the wasteful over utilization of 
medical research and manpower by such patients, as also their mismanagement A few case study based 
observations from patients who had been unsuccessfully getting treated for somatic complains before their seeking 
of psychiatric help, go well in illuminating this fact 

^jK.prnctitioner 2006; 1 3(Suppl 1 ):S83-S84. 

Kevyvords : PTSD, somatization 


The close association between trauma and 
malizarion is known since the dawn of contemporary 
ciriatiy. Briquet (1859) 1 concluded that hysteria is 
a^ociated with extreme stress and trauma. Plenty of 
literature is currently available on association between 
PTSD and somatization*'*. In DSM IV PTSD field trials, it 
was found that somatization rarely occurred in the 
absence of severe histories of trauma. * 

Kashmir has been witness to one of the worst conflicts 
of tlie modem world one hundred thousand people have 
died, many people are reported missing. Post traumatic 
stress disorder is a common diagnosis in the valley’s only 
psycliiatric disease hospital. But community surveys 
reveal a lot of mismatch between community PTSD 
prevalence and people who seek help for trauma related 
problems from mental health professionals. One of the 
most important factors has been psychosomatic 
symptoms as commonest presentation of trauma related 
disorders. 

Here we present a brief report of a family that used 
psychosomatic problems as ‘ciy for help’ to help them 
process an emotionally traumatic event. 

BreifReport: 

A 25 year unmarried female was referred to us by 
ENT surgeons with unresolving tinnitus and headache of 
5 yrs. A detailed psychiatric examination revealed that 
these symptoms started 2 months after her brother was 
killed and body mutilated. The patient appeared anxious 
and sat on edge of the chair, scanning every word 
carefully before the speaker. She was subjectively and 
objectively sad. She was pre- occupied with the thoughts 
ofthe death of her brother. She remembered killing of her 
brother as if it was happening in front of her. But she 
remembered nothing about burial. She could not sleep the 
whole night as she would hear him calling for help. The 


sound of bullets being fired never left her since that day.. 
Sometimes she felt everything being repeated like a fast 
forward movie. She had stopped coming out of her house 
except for meeting doctors for the last 5 yrs. 

Adiagnosis of PTSD was made with the help of MINI 
and CAPS and patient was started on sertraline 50mg. and 
weekly cognitive behavivual therapy. By 6th week, the 
patient was very much improved. Tinnitus liad gone and 
headaches had become milder and less frequent. But the 
actual saga began, when she got six, out of a total of 25, 
family members of her joint family for consultation. All 
had PTSD & were somatizing in different ways and were 
being treated by specialists as well as by quacks. 

Discussion 

PTSD was an unknown diagnostic entity among 
mental health professionals of Kashmir. Infact, hospital 
records show no case of PTSD till 1 990 Since than PTSD 
and other trauma related disorders have assumed 
epidemic proportions in the Kashmir valley (Margoob et 
al 2001)*. People with mental health problems present 
with somatic complaints only to primary care physicians 
in India.’ ‘Alexithymia,* ‘compulsion to repeat’ ’ lack of 
vocabulary to express distress in emotional terms,“’ 
nociceptive and affective pathways coincide 
anatomically 11 are various explanations given to explain 
increased somatization in trauma victims. 

Tlie brief family report further highlights the close 
association between trauma and somatization. There is 
currently a critical need amongst health professionals to 
understand somatization in a biopsychosocial model and 
decrease over utilization of already overburdened health 
sector, thus avoiding wasteful use of scant medical 
resources. From the patient’s perspective its important to 
understand his ‘cry for help' and alleviate his misery 
thereby improving his quality of life. 
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Relation to Patient 


1. Mother 70 Yrs. 

2. Niece 12 Yrs. 

3. Brother 38 Yrs. 

4. Sister 33 yrs. 

5. Brother 45 Yrs. 

6. Nephew 12 Yrs. 


Presenting 
Complaint 

Blurting of Vision 
Headache 
Backache 
Pelvic Pain 

Menstrual disturbance 
Easyfatigability 
Aches & pains 
Loss of cons cousness 
Epigastric pain 


Most Frequented 
Service 


Ophthalmologist 

Neurologist 

Orthopaedic 

Gynaecologist 

Hakim 

Pir 

General Physician 


Diagnosis by 
Psychiatrist 

Treatment 

uutcome ' 

PTSD 

Major Depression 
PTSD 

PTSD 

Sertraline 50mg. 
Sertraline 

Sertraline 50mg. 
Sertraline 50mg. 

Remission 

Improved 

Remission 

Non Compliance 

MDD with PTSD 

Sertraline 50mg. 

Improved 

PTSD 

Mirtazapine 7.5mg. 

Remission 
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^T^StTRAUMATIC stress disorder in patients with substance use 

DISORDER: SOCIODEMOGRAPHIC AND RELATIONSHIP CHARACTERISTICS 


Abdul Majid MD, Muslitaq A. Margoob MD 

Dually diagnosed patients pose a unique challenge to the psychiatrists during evaluation and management 
Presence of comorbidity in substance using patients is a rule rather than exception Working on these lines an 
outpatient based study was carried out in Psychiatric Hospital. Srinagar, on 56 1 substance using patients, to work out 
the prevalence and patterns of comorbid PTSD The subjects were assessed using MINI plus. Of these. 62 56% 
/n= 35 1 ) had comorbidity, with PTSD being comorbid in 23 64% (n=83) Most of the patients were in the age group 
of 1 * 5-26 years (39.75%) Majority were males (63. 85%)‘and unmarried (49 39%) Most of the patients belonged to 
the middle class (78 32 %). Educated patients (89. 16%) outnumbered illiterates (10.89%) Majority of the patients 
(63 85%) hsd witnessed multiple traumatic events Such high rates of comorbidity suggests functional relation 
between these two disorders and further discourse is warranted 
^jl^,prjtctilioiier2006:13(Siippl 1):S85-S87 d 

Scvwords: Substance use, cormorbidity, PTSD. 


"”^nierest in the study of co-occurrence behveen mood, 

. elv disorders and substance use disorders has grown 
^'eiidously in pas<2lccade and a half It has become 
that co-occuirence of these disorders is common 
^ !?has definite impact on treatment of dually diagnosed 
^alicnts After DSM in-R(APA 1 987) allowed clinicians 
r give multiple diagnoses when different syndromes 
occur together in one episode of illness, the issue of co 
morbidity has assumed a central stage in psychiatric 
records*. Association between Posttraumatic Stress 
Disorder and substance use disorder has been reported in 
Vietnam Veterans and civilian samples. Studies also 
found tliat substance use was very common in PTSD 
cases in USA as were other comorbid psychiatric 
conditions present in tliese patients^ Combat veterans 
and civilians with PTSD have demonstrated that in 
PTSD. alcohol abuse or dependence is tlie most common 
CO morbid disorder followed by depression, other anxiety 
disorders, conduct disorder and non-alcohol substance 
abuse and dependence'. 

High rales of substance abuse and PTSD were first 
reported in war related studies in wltich as many as 75% 
combat veterans with life time PTSD also met criteria for 
alcohol abuse or dependence. Among the civilian 
population substance use disorder have ranged from 
21.6% to 43% in the patients with PTSD as compared 
with 8.1% to 24.7% in persons with out PTSD"". Many of 
these studies have assumed tliat PTSD is a primary 
disorder and that the substances are used to sel f medicate 
symptoms*. Chilcoat added tliat drug use disorders in 
people who have been diagnosed as PTSD might be result 
of efforts on their part to self medicate masking the 
symptoms of PTSD’. 

The present study was undertaken to assess the 
prevalence of post-traumatic stress disorder in substance 
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use "disorder patients and examined the temporal 
relationship beriveen the two psychiatric disorders. 

Material and Methods 

Patients registered in the out patient department of 
psychiatriediseases hospital, Srinagar were the source of 
the study. A semi-structured interview was used to record 
sociodemographic variables and histoiy of drug use in 
^auents. 

Total of 561 substance use disorder patients 
diagnosed with the help of DSM-IV based MINI Plus 
were screened for a comorbid diagnosis of MINI Plus 
out of these 561, 351 patients had an associated 
psycliiatric disorder. Among these dually diagnosed 
patients, 83 patients liad PTSD as a co morbid diagnosis 
The relative onset of concurrent disorders was rated on 
the basis of historical report during assessment. 

Results: 

Total of 561 substance use disorder patients were 
included in the study, out of which 62.56% (n=351) 
patients had an associated psychiatric disorder 
Concurrent PTSD as dual diagnosis was present in 
23.64%(n=83)patients. 

The age of cases ranged from 19-55 years wiili 
mean age 27.17 years +- S.D +- 5.23. The maximum 
number of patients 39.75% (n=33) belonged to 1 9-26 age 
group followed by 30.12% (n=25)m 27-34 years of age 
group. This study was dominated by male sex as there 
were 63.85% (n=53) males and 36. 14% (n=30) females. 
Most of the cases were unmarried 49.39% (n=41) 
followed by married 39.75% (n=33) and 10.83% (n^) 
were divorcees or widowers. The middle class 
constituted most of our patient population i.e 78.32% 
(n=65). Graduates and postgraduates constituted 48.84% 
(n=41) followed by matriculates 39.75% (n=33) and 
illiterates constituted only 10.84% (n=9) of our dually 
diagnosed Substance Use Disorder and PTSD patients. 
50.60% (n=42) were government employees followed 
by 39.75% {n=33) Laborers/ unemployed and 9.63% 
(n=8) were students. 

Most of the patients 63.85% (n=53) had either 
experienced or witnessed multiple traumatic events 
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Sample characteristics of substance use disorder patients w ith PTSD as co morbid diagnosis 
Age In years 



Pts. 

%age 

19-26 

33 

39.75 

27-34 

25 

30.12 

35-42 

13 

15.66 

43-50 

4 

4.80 

>50 

8 

9.6% 


Gender 

Pts . %age 


Residential status 

Pts . %age 


Male 

Female 


53 

30 


63.65 

36.14 


Rural 

Urban 


61 

22 


73.49 

26.50 


Married 

Unmarried 

Divorcee 


Marital status 
Pis. %age 

33 39.75 

41 49.39 

5 6.02 


UC 

MC 

LC 


Socioeconomic status 
Pts . %age 

13 15.66 

65 78.30 

5 6.02 


Employed 

Unemployed 

Students 


llletrate 
Maine 
Graduates 
Postgraduates 12 


Education 
Pis. %age 

9 10.84 

33 39.75 

29 34.39 


Precipitating factors 
Pts . %age 

Multiple events 53 63.85 

Singlfeevent 30 36.14 


14.45 


Bzp 

Bzp+Op+Can 

Opioids 

alcohol 


Occupation 

Pis . %age 

42 50.60 

33 39.75 

08 9.63 

Drugs used 
Pts . %age 

21 25.30 

33 39.75 

25 30.12 

4 4.8 



qiialifyint? for the diagnosis of PTSD as compared to 
36.14®/o (n=30) patients who had exposure to one 
traumatic event. Other parameters are given in die table. 

Discussion: 

Tlie present study assessed tlie pre\ alence of post- 
traumatic stress disorder in substance use disorder 
patients, their sociodemographic variables and 
relationship between the two disorders. 62.56% (n=35 1 ) 
patients had an associated psychiatric disorder and 
concurrent PTSD as dual diagnosis was present in 
23.64% (n=83) patients. These figures are supported by 
studies carried out by Reiger 1984'' and NCS 199r in 
which the odds ratio for Substance Use Disorder in men 
was 2-3 and 2.5-4 5 for women suffering from PTSD. 
Using data from EC A study 1981, Cottier obsersed that 
cocaine/opiate users were most likely to report PTSD 
qualifying traumatic evenls(43%) and over qll Substance 
Use disorder was more common in tliese PTSD patients 
as compared to the resf. In our study 39.75% (n=33) 
belonged to llie 19-26 age group which are in agreement 
with the figures seen Hellen E. Ross et a1"’. Male sex 
63.85% (n=53). unmarried 49.39% (n=41). from middle 
class family 78 32% (n=65). 50.60% (n=42), 

government employees and literates 89.15% (n=74) 
dominated our dually diagnosed Substance Use Disorder 
and PTSD patient sample. This isconsistehtwitli findings 
of Khanizian. et al " . How ever keeping in view the over all 
literacy rate of this part of the world and earlier studies by 
Margoob et al * '' literacy rate and occupational status are 
not consistent witli tlie socio-demographic distribution of 
the community as are earlier results. Tltis could be due to 
lack of knowledge. Most of the patients are still unaware 
of PTSD symptoms and continue taking drugs/self- 
medication themselves or prescribed by non-psychiatric 
experts as treatment of these somatic symptoms resulting 
in addiction subsequently. In addition most of the patients 
were actually referred from private clinics in contrast to 
earlier studies, which were carried out in psychiatric 


diseases hospital where patients from lower socio 
economic background seek treatment. 

The study revealed that most of the patients 63.85% 
(n=53) had eitlier experienced or witnessed multiple 
traumatic events qualifying for the diagnosis of PTSD as 
compared to 36. 1 4% (n=30) patients who also had history 
of one event may be due to persistent disturbed conditions 
in this part of the world. Most of the patients 39.75% 
(n=33) used multiple drug combinations like 
benzodiazepines, opioids and cannabis, followed by 
30.12 %(n=25) opioid which is supported by our earlier 
study results". However alcohol was least used by these 
patients 4.8% (n=4) in contrast to the studies from rest of 
the world . possibly due to the fact that alcohol is not a 
socially approved beverage in tliis part of the world and 
its relatively lesseravailability. 

So the high rates of co morbidity between Substance 
Use Disorder and PTSD in our study suggest that these 
disorders are functionally related to each other Bremners 
self-medication model suggested that patients report 
CNS depressants like alcohol, opioids and 
benzodiazepines lead to instant symptom relief for a short 
duration . In addition clinical evidence suggests that the 
choice of substance use (CNS depressants vs CNS 
stimulants) may stem from a particular constellation of 
PTSD symptoms that the patients experience'*’. 

Jacobsons review paper also establishes stress as a 
contributing factor for future development of substance 
use. He suggested that in PTSD. sensitization makes the 
patient more sensitive to tlie stressor and in substance 
abuse sensitization makes the patient more sensitive to 
drugs. In addition in PTSD, the individual is conditioned 
to an aversive stimulus, the stressor, in drug abuse the 
same individual is conditioned to the rewarding stimulus , 
the drug. Thus showing that PTSD and substance use 
share the conditioning and sensitization model which is 
mediated by the amygdala, the center mediating fear, 
emotions and addiction”'*. In fact four decades of clinical 
work involving substance use disorder patients has led 
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to conclude that sufl'ering is the heart of 


stndy confitms that CO morbidity between 
use disorders and post traumatic stress disorder 
substance gymptoms of dually diagnosed patients 

js cornn* severe and refractory to treatment. Our 

revealed that most of our dually diagnosed 
® ■ t were young males and females from middle class 
paliens' . patients had experienced multiple 
and most , . ^ 
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events resulting mostly in the use of 
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In the fatalistic orient, faith is often the 
reason for resilience, for it fosters acceptance of 
the trauma as an act of providence. 



tfoum oti c stress 

mR FAQIR AND PSYCHOTHERAPIST: THEIR ROLE IN PSYCHOSOCIAL 
* INTERVENTION OF TRAUMA 


Hilda Mushtaq, M.A.: and Mushtaq A. Margoob, M.D. 


In spite of the advances made in various ficUU of medical science, traditional healing practices continue to be 
used \sidely all over (he world especially in Africa and South .Asia Spiritual healing has got a pivotal role as far as 
mental health is concerned because traditional faith healers arc usually the first contact in the event of a sickness A 
common experience of Sufi mystic and psychiatrist practicing psychotherapy is the balance between the inner and 
outer life The dawn of the new century has also seen a significant increase in realization in the West that spiritual 
factorsarcan integral part of health and well being It is important for mental health care professionals to be aware 
and sensitive to spiritual dimensions of mental health Taking a lead from an article by Late Prot h Hoch. written 30 
years back on the subject of intportance of traditional healing practices, the present study describes the change over 

(he vears and the role of spiritual healers ( pi rs. faqirslin chronic mass trauma interventions in Kashmir 

(JK-Prnc(ilioner 2006;i3(Su|)pl I ):S89-S93. 

AVpwir^/v.- Spiritual henling, psychotherapy, trauma 


Before describing the modus operandi of Pir Faqir 
healing piacnccs. a brief nccoiint of spirituality is 
inevitable because the essence of their intervention is 
issunied to be based on it The dawn of the new cetitniy 
iias witnessed a significant increase in coverage of 
•Diniuahty in the media, work place, education and socio 
olitical circles ' Spiritualitv has also become more visible 
in health care with increased realization in the west that 
spintuiil factors arc an integral pan of health and well 
being. l'> always been dilTicull to separate 

mental health from spinluality in oriental societies The 
reference point for traumatic stress, therefore, need not 
always revolve around western theories alone A rich body 
of knowledge and wisdom exists m ancient texts of 
oriental societies. A major resource already exists in terms 
of people w ho practice or ad\ ocate it. and populations that 
believe in It and follow it. 

A recent study assessing the implications of 
psychiatric pluralism for WHO research on mental health 
disorders examined patients m three forms of therapy for 
mental illness in south India; A\yur\edic (indigenous), 
allopathic (wesieni) and religious healing, and reported 
(bat patients in all three therapeutic systems showed 
improvement after follow-up evaluation, and that several 
patients had radically divergent experiences with each of 
the thtce (lierapies - each therapy was helpful to some and 
inefVee I i \ c for others ' . 

In \ iew of the new insights gained tlirough recent 
stiKlies2-4. the WHO’s 1979 follow-up study results on 
severe mental disorders are being reinterpreted in v iew of 
containing very' little description of' local culture, and 
(eiidency to apply western common sense to the practices 
of developing countries The study had lamented, 
’ignomiice about the nature of mental illness and 
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misconceptions and superstitious beliefs aboul mental 
illnesses whicb lead people to seek help fiom laith 
healers'" 

Subsequently, however. WHO sponsored follow-up 
studies found belter outcome for severe mental disorders 
in developing country centres, as such places have a 
greater availability of diverse lonns ol (hera|)y when 
compared with the dev eloped countries. Psyehoiherapy 
implies a change of perspective with the objective to 
understand emotional problems, change coping skills and 
to restmeture the personality Application of the 
techniques of psychotherapy commonly practiced m ihe 
west may be difficult to employ m their absolute fonn in 
South A.sian patients. Regional notions and licalmu 
practices including religion, yoga and medilatum 
are reported to be helpful in managing a number *>1 
psychiatric problems, social and spiritual aftliclKMis and 
arc now being strongly recommended even at (lie 
advanced centres of the USA.' 

Due to the close relationship of the spiritual aspects to 
health in general and mental health in pailiciiiar it is 
important for mental health professional to be aware and 
sensitive to spiritual dimension ofmental health 

Recent surveys show that approximately K()”o of 
Americans believe in the connection between healing and 
spirituality and there is a rekindling of interest in. and 
focus on the .spiritual dimension in medical schoids !)r 
Afzal .laved (U.K) in a recent Inteniational C’ongicss 
presentation explicitly stressed on the need to reconsider 
the place of religion and spirituality m psychiatiy He 
stressed that "despite the seculanzing innuenceot modern 
society, the presence of religiosity remains substantial and 
reports suggest the positive impact of religious beliefs and 
practices on day to day functioning and mental well 
being"'". Suggestions that spirituality and religion can be 
powerful tools to boost resilience, not only for man made 
stressors but even in the face of calamities and 
catastrophes, arc getting strongly substantiated \ more 
recent study on the inhabitants of lliiee Jifierent 
population centers in Israel, including a sulanb of 
Telaaviv. a settlement in the Western Bank and n 
seltleineiit cluster in the Gaza Strip expt'sed to various 
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“Submission” an art work by Masood Hussain, a renowned artist 
of Kashmir- Depicts a praying woman’s head and hands, peeping 
through a beautiful laatticed wodden window ravaged by time 


J A « 





fi,nns of violence clearly demonstrated that evett under 
fonns or influencing 


e conditions deeply held belief system 
Tife nnpan significant resilience against developing 

e?a\ed borders. "Religiousness combined with common 

^logical convictions and social cohesion was 
Issociated wiUi substantial resilience as compared to a 
secular metropolitan urban population . conclude the 

^‘^^^Spirinmlity. though often used interchangeably vnth 
relicion goes, beyond a specific religious affiliation ^ 
Religion and spirituality both offer a sense of meaning and 
mirpose in life but spirituality transcends organized 
institution of religion, in relationship between tlie person 

and a Higher Being^'~. 

In almost all of South Asia and Africa, traditional 
religious healing practices are widely prevalent and 
people consult indigenous spiritual therapists first, m die 
event of a sickness"'. Tlie spiritualism in these countries is 
recognized as a way of life witli eternal joy and bliss 
beyond the realm of sensual pleasures'". Kashmir has been 
the favorite abode of mystics for hundreds of years. Sufi 
mystic and psychotherapist share in the community the 
experience of balance benveen inner and outer life. In 
view of the prevailing turbulent conditions in Kashmir, a 
reappraisal of the conventional/psychothcrapeutic 

methods practiced here during 1970's (as earlier reported 
by the eminent European psychiatrist late Prof E.M. 
Hoch,"' die then head of department of psychiatry Govt. 
Medical College Srinagar and Medical Superintendent of 
the sole psychiatric diseases hospital of Kashmir), would 
be a worthwhile exercise. The present study tlierefore 
reports on the previous practices of the local traditional 
healers (during 70’s), the common beliefs concerning the 
nature and origin of mental disorders in Kasluiiir. and the 
change over past 30 years. This includes items relating to 
dieir family background, sociodemographic variables, 
personal history and characteristics, the training 
recommended and detailed account of their techniques for 
different types of health and other problems. 

In Kashmir, the Muslim community forms a majority 
of the population; some families have the hereditary status 
of being a Pir. The Pir, known as a respected wise man, 
prominent representative of religion and spiritual guide 
who not only has power to drive out evil spirits and to cure 
physical and mental illnesses, but also to 'divine' tlie 
hidden causes of various misfortunes including litigation, 
theft, and the wisdom to give appropriate advice in crucial 
life situations. Although not all die men bom in a Pir 
family actually function in their traditional role, and are 
engaged in different professions, but they still enjoy a 
special respect. A person with no hereditary status, who 
has ser\'ed an apprenticeship under a recognized Pir, can 
also attain the status of Pir and would then transmit it to his 
descendents. The training and initiation into the carefully 
guarded secrets of their practices is handed down from 
father to son or from teacher (Pir) to disciple (Murid). No 
intoxicants are used for achieving trance states. A Pir 
usually dresses in a sober, traditional way which earns 
respect. The techniques used by Pir are making passes, 
breathing air on to the patients, dispensing of Tawiz 


(amulets). Pills or Holy water. 

In contrast to the Pir. a Faqir does not have any 
hereditary status, may belong to any religion, and is a sell 
Styled healer, often eccentrically dressed or rather 
undressed and adorned by bizarre attributes, and makes 
frequent use of intoxicants, especially cannabis m various 
fonns Fumigations, rhythmical singings, dancing to the 
nines of drums, sometimes accompany the healing 
sessions. Sometimes an imposter can take on the role ot a 
Pir or Faqir In some situations, a chronic mental disorder 
patients is taken as a Faqir and lot of people visit him for 

healing . . i 

Trivedi and Sethi, about 25 years back in theirstudy on 

1 0 prominent faith healers of Lucknow, reported that most 
of them belonged to lower economic class, where 
extroverted, less intelligent and more assertive Most of 
them had undergone training but had not been able to 

demonstrate their ability^’. 

With a significant improvement in the education level 
and socioeconomic status like any other place over the 
past thirty years, the stigma attached to psychiatric 
disorders has decreased. The turmoil of past 15 years in 
Kashmir has led to a phenomenal increase in psychosocial 
problems. The increased psychoeducation through media, 
government health services and NGOs has led to an 
increased demand for psychotherapeutic and medical 
treatment by mental health professionals on one hand, 
while on the other continued death and destniction has 
reinforced tlie faith in God and coping with religion 
resulting in a massive nish to faith healers, shrines and 
other religious places. There has been significant change 
in the percentage of patients visiting faith-healers before 
they seek psychiatric help. In 1996, 73% of the total 
patients would visit a faith-healer before seeking 
psychiatric help and more-so in rural areas (87% in rural 
and 59% in urban area), while as in 2005, 68.5% (84% in 
rural and 53% in urban) of the patients seeking treatment 
visit faith-healers first Because of these factors the trend 
to compete and cooperate, to certain extent between 
mental health professionals and the indigenous spiritual 
healers is continuing the same way as three decades back 
In majority of cases, without any ill feeling on either side 
and in a spirit of peaceful co-existence, the traffic 
continues to run both ways. Patients under the treatment of 
mental health professionals, wishing to make use of the 
local resources, are hardly objected to except for 
instructions not to approach an imposter using unetliical 
measures like branding etc., or discontinue the prescribed 
treatment. The indigenous healers in turn continue to refer 
cases which they consider beyond their scope to mental 
health professionals. Although the referral of patients 
from faith-healers is not very large, but it is still higher 
than the percentage of patients referred from other medical 
professionals. In 1996, from a sample of 912 patients 
seeking treatment at psychiatric disease hospital, 81.6% 
were referred by the old patients, 13.4% by faith healers 
and only 5% by medical practitioners, while as in 2005, 
from a sample of 1010 patients seeking treatment at 
psychiatric disease hospital, 76. 17% were referred by old 
patients, 14.12% by faith-healers and 9.7% by die other 
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medical professionals. Tliougl) there is an increase in the 
nninbcr of patients referred by the other medical 
professionals, the number of patients referred from die 
faith healers shows no significant cliange. 

Another tendency that has decreased considerably but 
still exists, is the one in which some chronic cases of 
mental disorders may receive liigh respect and veneration 
as Faqir’ or "Darvish" and get approved as healers, 
especially by community associates from the similar 
sociocultural background with a possible huge 
identification with such a healer But then, a similar kind 
of situation can also arise when unqualified people indulge 
in ps^’chotherapculic interventions especially in crises or 
disaster situations. The process of digging in like this 
results in more hann than help. 

Tile indigenous healer usually achieves his aim in a single 
session, except it the person becomes a regular devotee or 
apprentice, while the psychotherapist usually works for a 
longer period which 30 years back would probably mean 
many years. (Even though cognitive behaviour therapy 
and other recent techniques focus more on the present life, 
the faith healer has always been using teclmiques so as to 
complete the intervention in a relatively much shorter 
period ] Tlie Pir and Faqir continues to perfonn his 
practice mostly in public cither in a family or in a wider 
gathering. Psychotherapy on the other hand continues to 
rely on seclusion of the therapist with his patients, 
discouraging contact of family members. Tlie strateg>' of 
traditional healers is drawn on aspects of healing that are 
viable alternatives in societies where advanced 
technology and sophisticated understanding of disease is 
lacking. The traditional spiritual healers many of whom 
are part of the clergy, are intimately involved vvitli their 
patients and in the community are highly respected for 
their skills and sharing the results of their work. 

For many people, the first person they seek out during 
times of crisis and need is a Pir, or a Faqir. or some other 
religious clergy person. Now a days many people, even in 
the West would better seek help from the clerg>' than from 
mental health professionals and are often more satisfied 
with the assistance they receive from clergy**. Present 
research has revealed that spiritual programmes can be 
very useful in the event of traumatic response^, 
particularly in a mass trauma or a disaster situation. 
Encouraging collaboration with traditional healers has 
been specifically stressed, as a working alliance beriveen 
traditional healers and allopathic practitioners can help to 
overcome barriers to treatment acceptance and 
delivery*"’*. This has also been strongly stressed by 
Russell De Souza and Bruce Singh in the light of their 
experience ofworking within the disaster areas of Srilanka 
following tlie Tsunami, who concluded, "Thus in these 
resource poor areas, the collaboration of medical and 
mental health professionals with appropriate traditional 
resources such as faith healers, pastoral care clergy and 
similar is seen as an important and necessary engagement 
and an opportunity in terms of care, provision of meaning 
and general community support"’* 

This intervention, although like most other 
management modalities warrants a caution about its 


l.muanons, Fa.th l.ealing, for ,nos. of its pmetitione^. 
source ofcaming their livelihood. Tliere is alw.iys a stron;^ 
possibility of exploitation and likelihood of die who * 
exercise getting converted into a brisk bushie« 
unbridled trade for faith healers, once it gets inad erteildv 
patronized by a qualiHed mental health professional o , 
credible organization. Incidentally, the most popular local 

- ^ ^ carries a write-up on^fr ^ 

topic (Apnl 9 2006) by a well known wnter, AiJ^m ! 
Haque, which re.ads "Peer-Mureed duo inakeT an 
uitcrcsting combination in the Oriental folklore and 
Eastern literature It’s been once revered as a sacred bond 
betvNcen tbe one m quest of truth and the other beannu 
torch. But. as tlie years rolled by, pure spiritual association 
got smeared with material interests and thus entered the 
element of exploitation which the famous Eastern poe, 
qbal refers to m a small poem titled ’Baaglii Mumed 
rebel hous discip e)', strikes at die root of a relationship 

L" ara" exploitation, which 

Mureed(disciplc)can't bear anymore 

Mujh Ko To Muyassar Nahi Mini Ka Diya Hhi 

( 1 can't afford even a lamp ofelay ) • 

Ghat Peer Ka Hijh Kay Chira^’ann Say Hat Umhan 

(But look how does the mansion of my priest dazzle 
with the light of luxury ) 

Had spiritual knowledge not been maneuvered for 
personal ends, who knows world would have been better 
off. Peer-Mureed alliance so nonchalantly toyed witli by 
mavericks, would have been a reference point of respect 
had it retained the essence it once had. Though there may 
be a few examples around with the same nostalgic touch 
but how many? By and large the company ofguidc and the 
disciple can easily be renamed as a queer parinership 
beriveen a naive follower and a shrewd instructor. 
Dynastic rule, theocracy, priesthood and all such fanatic 
expressions of a base desire played havoc. Suppression of 
ideas, blind following, unquestioning obedience of some 
fallible and may be iniquitous souls was willfully accepted 
as the order of tlie day. The institutions of an emotional 
mind wash got encouraged, where a disciple could not 
dare to put his oil lamp of clay against the flashlights of 
affluence, his guide enjoys the daze of Religion, we 
believe, has humanized and will always humanize the 
rawness of flesh and blood. But. let us not forget faith has 
nothing to do with pedigree. Knowledge, spiriuial or 
material, is an intellectual property not to be inherited or 
copyrighted but to be cultivated, something not to be 
bought and sold, but to be taught and leamt."” 

One more caution to be taken is against imposters in 
the name of spiritual faith healing, who indulge in various 
injurious and unethical practices, like branding of 
psychiatric patients (possession states including 
peritraumatic dissociation, which is prevalent in disaster 
situations) with hot iron rods. To prevent such 
unacceptable activities, proper advance homework 
including preparation of well formulated psycho 
education material, in the form of pamphlets and handouts 
for disciples can be helpful 

We feel that an appropriate way to end this discussion 
is to close it with the late Prof. Ernie Hoch's enlightening 
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. "in developing countries under lltc influence of 
ocial and cultural transportation one frequently 
confusion in this respect (of the fit between popular 
^ r ft and attitudes with regard to mental illness, tlie 
lomatology of mental disorders actually prevalent 
healing practices available for them) old sick roles 
^ H healing practices have lost their meaning and 
tion while at the same time the western methods 
^i*Sdy introduced may not be adequate as yet for level of 


emancipation, and the still archaic symptomatology of 
those who try to make use of them. Tlie therapist working 
in this situation is therefore forced to abandon all dogmatic 
rigidity and to find new approaches relying on that which 
is ftmdamental to all healing. This, however, is what he 
basically shares with his indigenous counter|)arl, whom 
then he will no longer consider as an outdated absurdity, 
nor as a dangerous rival, but as a respected colleague with 
whom he feels at one". 
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Ifoumotic stress 

A study of burnout '"'^ONG^mNiaANS ,n a chronic 


Malik MBBS. 

Akash 'iousn/Khan MBBS, Muhammad Mudasir Firdosi MBBS, Huda Mushtaa MA ' 
Basharat Munner Bapday MBBS. Mufti Muzamil MBBS. Shifan A. Khanday MBBS 
Abdul Samieh Deva MBBS. Taha Mustafa MS. Irfan Jehangir MBBS 

Working as a clinician in a conHicl zone confronts them with unremitting demands on their lime and skills 
which in light of excessive workload, inadequate stalT support and unstisfactor>' returns results in a lot of frustration 
and ^mpronused pateint care. A survey was conducted on 185 clinicians to assess the bum out level amoncs hem 
Maslach Burnout Inventory (MBI) with subscales of Emotional Exhaustion (EE). Depersonalizat^riDP) ^d 
Personal Accomplishment were used to assess the burnout levels in the subjects The clincians seleued were 
from pnmary care centres (37.2<)/o) and secondar^'/teritiary care centres (62 71%) Most of the resnondi^mc 
(49 20%) ' 7 ;‘!;:hVBeBroupof 26-35 years Males (83,25%) outnumbered female and 

respondents (62 7%) had less than 9 years of experience Using MBI scale it was found that 56 22% hadTlow score 
on EE and 66,48 had low scores on DP sub scale whereas 4 1 08 % had high scores on PA subscale indicating low 
degree of burnout in the overall sample This study, however had a major limitation in the fact that the senior and 

juniorresidents.whousuallybearthcbnmtof emergency patientcare.hadonlyaUttlereprescntafioninthesludv 

(Jk-Practilioncr2006;I3($upp] 1):S94-S97. ^ 

Keywords : Clinicians, burnout, Maslach Burnout Inventory, emotional exhaustion, depersonalization 
personal accomplishment. ' * 


Introduction: 

We live in an age of constant stress; further under the 
prevailing circumstances, doctors face unremitting 
demands on their time, attention and skills. In view of a 
considerable international evidence that doctors are 
suffering from high level of stress, the past decade has seen 
an increased concern over tlie health of doctors. Besides an 
excessive work load, in adequate staff strength, poor 
academic and research work culture, poor salaries, 
indifferent administration, bureaucratic red tapism, 
unwarranted political interference cum political bossism 
and thoughtless reservation quotas are some of the several 
disincentives that discourage a talented competent 
medical professionals in the government sector. It is 
already documented in literature that psychological stress 
or trauma can cause structural damage in organ systems 
resulting in serious disability or ev en death. Tlie inherent 
nature of medical practice in which doctors are expected to 
function competently, work hard and relieve suffering and 
distress, imposes aheavy strain on them’. Those involv ed 
in direct patient care especially interns and registrars have 
the added stress of sleep deprivation', uncertainity about 
their own role performances’ , social isolation*^ and 
increased responsibility ’. Tlicy share with their parents the 
insecurity of not being frilly qualified' . The high rates of 
depression, suicide”’, drug and alcohol abuse and 
psychiatric illness’, marital disharmony and high divorce 
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rates'", bear testimony to the stressful nature of their 
occupation. 

Life and death are the daily issues faced by the staff of 
intensive care units, post operative wards, trauma 
management units, and emergency and observation wards 
For a patient and his/lier family, a stay in the ICU is a 
stressfril experience of the greatest magnitude, warranting 
constant lionest explanation, information and reassurance 
These demands combined with administrative and 
bureaucratic frustrations frequently lead to medical staff 
burnout". There is a dearth of reports on the reactions or 
behavior of medical staffin mass emergency situations'’. It 
is apparent that disaster situations completely disrupt their 
usual routine, increase responsibility and excessive 
demands made on them. Despite a facade ofdetaclunent in 
an emotionally charged and extremely demanding 
situation, it should not be assumed that doctors are immune 
to the emotional impact of the disaster”. This facade may 
hide the coping mechanism which typically include denial 
and detaclunent. Feelings of fear and vulnerability may 
remain unaddressed in a medical culture that does not 
seem to permit their expression”. This detaclinient may not 
only be from the patient but from other staff, and more 
importantly the doctors themselves”. 

In our study in a situation of mass trauma of more than 
1 5 years duration we tried to assess daily stresses, doctors 
as medical caregivers are confronted with and their effect 
on their daily routine activities. We tried to asses if they 
obser\*ed a change in their personality and evaluate 
whether they themselves experienced any traumatic 
evenst. 

Material and methods: 

The present study was undertaken on doctors working 
in different primary, secondary and tertiary care health 
institutions at different positions with varying period of 
experience. 

Three different questionnaires were used to assess 
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AGE: 

age 

! 26-35 

46-55 

56^ 

SEX: 

SEX 

Males 

Females 

EXPERIENCE: 

^PERIENCE (years) 

0to9 

I0lol9 

201029 

>30 

SPECIALTY WISE SAMPLE PROFILE: 

designation 
Assistimt Surgeon 

Senior^esident 

. Faculty 

I SPECIALITY 
I Anaesthesia 
Medicine 
Surgery 

Chest Diseases 

Cardiology 

Oncology 

Psychiatry 

ENT 

Ophtalnwiogy 
Health Deptt 
i Dermatology 
Orthopaedics 
Gynaecology 
Anatomy 
Pathology 
Radiology 
Urology 
Retired 


No 

91 

53 

33 

8 

No. 


% 

49.2 

28.65 

17.83 

4.34 

% 


SEVERITY OF BURNOUT IN TOTAL SAMPLE 


67 

49 

No 

3 
53 
31 
2 

1 

1 

2 

6 

4 
65 
4 
2 
4 
1 

1 

1 

1 

3 


36.19 

26.52] 

% 

1.62 

28.66 

16.7 

1.08 

0.54 

0.54 

1.08 

3.26 

2.17 
35.15 

2.17 
1.08 
2.17 
0.54 
0.54 
0.54 
0.54 
1.62 


Total Sample: 185 

MBI Subscales 

LOW 

AVERAGE 

HIGH 

EE 

0-16 

17-26 

>27 

DP 

0-6 

7to12 

>13 

PA 

>39 

32-38 

0-31 

SPECIAUTY SUBGROUPS: 

1) Surgeorrs and Allied Specialties 

AVERAGE 

HIGH 

MBI Subscales 

LOW 

EE 

0-16 

17-25 

27-48 

DP 

0-6 

7-12 

13-14 

PA 

39-42 

32-38 

1-31 

2) Assistant Surgeons and Allied Specialities 

HIGH 

MBI Subscales 

LOW 

AVERAGE 

EE 

0-16 

17-26 

27-39 

OP 

0-6 

7-12 

13-21 

PA 

39-48 

32-38 

12-31 

3) Medicine and Allied Specialities 


HIGH 

MBI Subscales 

LOW 

AVERAGE 

EE 

0-16 

17-26 

27-45 

DP 

0-6 

7-12 

14-22 

PA 

40-46 

32-38 

0-31 


MBI Subscales 

EE 

OP 

PA 


LOW AVERAGE HIGH 

104(56.22%) 32(17.29) «(f_48y<,) 

123(66.48%) 44(23.70) 

58(31.35%) 51(27.56) 75(41.08 /o) 


SEVERITY OF BURNOUT IN DIFFERENT SPECIALITIES 


154 

31 

83.25 

16.75 

1) Surgeons and Allied Specialities 
MBI Subscales LOW 

AVERAGE 



EE 

27(54%) 

9(18%) 

No 

% 

DP 

36(72%) 

9(18%) 

116 

62.7 

PA 

17(34%) 

10(20%) 

29 

15.67 




37 

16.76 

2) Medicine and Allied Specialties 

AVERAGE 

g 

4.87 

MBI Subscales 

LOW 


EE 

33(47.14%) 

16(28.85%) 



DP 

44(82.85%) 

19(27.24%) 

No. 

% 

PA 

19(27.24%) 

23(32.90%) 


HIGH 

14(28%) 

5(10%) 

23(46%) 


HIGH 

21(30%) 

7(10%) 

26(40%) 


3) Assistant Surgeons and Allied Specialties in Rural Setup 

MBI Subscales LOW AVERAGE ^IGH 

FP 47(72.30%) 12(18.46%) 6(9.23/6) 

DP 46(70.76%) 14(21.53%) 5(7.7%) 

PA 17(26.15%) 19(24.24%) 29(44.62%) 

MEAN AND STANDARD DEVIATION FOR MBI SUBSCALE 
Total Sample: 185 


Accomplishment 
Mean 

Standard Deviation 

MEAN AND STANDARD DEVIATION FOR SPECIALTY 
SUBGROUPS 


Emotional 

Oepersona- 

Personal 

Exhaustion 

lisation 


(EE) 

(DP) 

(PA) 

16.87 

553 

33 15 

11.25 

4,98 

9,24 



Emotional 

Deperson a- 

Personal 


Exhaustion 

lisalion 


Accomplishment 

(EE) 

(DP) 

(PA) 

Mean 

17.92 

4.86 

33 8 

Standard Deviation 

12.17 

4.43 

10 82 

2) Medicine and Allied Specialties (n=70) 

Personal 


Emotional 

Depersona- 


Exhaustion 

lisation 


Accomplishment 

(EE) 

(DP) 

(PA) 

Mean 

14.12 

5.1 

33.07 

Standard Deviation 

8.96 

4.7 

8.48 

3) Assistant Surgeons and Allied Specialties 



Emotional 

Oe persona- 

Personal 


Exhaustion 

lisation 


Accomplishment 

(EE) 

(DP) 

(PA) 

Mean 

19.07 

6.34 

32.37 

Standard Deviation 

12.1 

5.46 

9.36 
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difTerent aspects of stress in daily working conditions. Tlie 
questionnaire (I) assessed daily stresses and the effects 
these produce on the way subjects regard their work and 

patJents. Second questionnaire (II) 
[IPUt ICD-IO module screening) evaluated the type of 
person the subjects have been during past five years The 
third questionnaire (III) [life events checklist] helped to 
evaluate whether the subjects studied had experienced any 
traumatic event involving tlireatencd death or actual deatli, 
or serious injury to themselves or others and whether it 
produced intense fear, helplessness or horror in them. In 
addition to assessing the consequences of such trauma 
detailed instructions were provided to the respondents to 
fill up and respond to questions in tlie questionnaire. 

Maslach Burnout Inventory (MBI) with subscales of 
emotional exhaustion (EE), depersonalization (DP) and 
personal accomplishment (PA) were used to asses the 
burnout in subjects. 

Observations 
Sample characteristics:- 

A total of 1 85 doctors were included in the study out of 
which 83.25 %( n=I54) were males and 16.75% (n=3I) 
were females. Most of the respondents in our study 
belonged to 26-35 year age internal, that is 49.20% (n=9 1 ) 
followed by 28.65 % (n=53) in 36-45 year age group. 
62.70% (n= 116) had a post internship experience of up to 9 
years as clinicians followed by I5.67%(n=29)with 10-19 
years of clinical experience. 

37.29% (n=69) were assistant surgeons working in 
primary care centers in rural areas followed by 36.19% 
(n=67) as senior residents / registrars and 26.52% (n=49) 
as faculty in secondary or tertiary care centers. Most of the 
cases 35. 15% (n=65) were working in health department, 
followed by 28.66% (n=53) in Department of Medicine, 

1 6.70% (n=3 1 ) in department of surgery and so on. 34.05 
%( n=63) were working at different positions in Sher-i- 
Kashmir Institute of Medical Sciences(SKllMS) followed 
by 25.94% (n=48) in Government Medical College, 
Srinagar and Associated Hospitals, 31.38% in health 
department in nual areas and so on. 

Discussion: 

In most health institutions tlie staff, particularly 
doctors face extreme stress in the form of excessive work 
load, poor staff strength, less than expected salary, in 
adequate security, threat to their lives, particularly in a 
place like ours which has been suffering from turmoil since 
last I '/j decade. Most medical curricula for medical 
students, internees, registrars , faculty members and 
doctors working in peripheral health centers appear to 
ignore their personal needs and at tlie same time expect 
them to be caring and dedicated professionals. In fact, 
recently some researchers have started creating awareness 
in different medical schools in USA to recognize stress in 
themselves and ways to cope with them. 

Unanticipated deaths in casualty or emergency 
departments frequently were encountered by interns, 
residents, senior residents, junior assistant surgeons when 
they could not avail the experience of their senior and 
experienced clinicians and teachers. In fact they described 
this as the hardest time to deal with because of chaos 




The unsuccessful resuscitativc measures lend 
bv thf dir!" *’ failure as were reported 

providing necessary care to them The«f* finH 

agrcementwithSchricretaI(l979) ^ 

Burnout is conceptualized as a continuous variihU 
ranging from low to moderate to high degrees of 
expenenced feeling. It is not viewed as a dirhnir ^ 
variable, which is either present or absent” 

A tugh degree of Burnout is reflected in high scores on 

he Entottonal Exhaustion (EE) and Depetfonalization 

(DP) subscales and in low scores on the Personal 

Accomplishment (PA) subscale. 

• An average degree of bum out is reflected in average 

scores on all the three subscales 

• A Low degr« of burnout is reflected in low scores on 

f DP '°anH Depersonalization 

(DP) and in high scores on the Personal 

Accomplishment (PA) subscale. 

In the suigery and allied specialties. 54% sample had 
low scores of EE and 72 % had low scores on DP subscales 
while 46% had high scores on PA subscale, tlierc by 
indicating low degree of burnout in them. 

In Medicine and allied specialties 47 14% of the 
wmple had low scores on EE and 82.85 % had low score on 
DP subscales, while 40% had higli scores of PA subscale 
thus indicating low degree of burnout in them. 

In the case of assistant surgeons and allied in rural set 
72.30% of sample scored low on EE and 70.76% scored 
low on DP subscale while majority (44.63%) scored high 
on PA subscales again indicating low burnout in the sample 
working in peripheral healtli care (assistant surgeons). 

In the light of interpretation of MBI scale we found 
that 56.22% had low scores on EE and 66.48% had low 
scores on DP subscales where as 4 1 .08% had high scores 
PA subscale thus indicating low degree of burnout in tlie 
overall sample. 

The over all low burnout in our sUidy sample could be 
explained by the fact that 62.87% of the professionals in 
the study had more than 9 years of experience in tlieir 
respective specialties and 15.67% had 10-19 years of 
clinical experience. They reported more satisfaction with 
their work and had a clear perception of their tasks and 
roles. Similar findings have been reported by Heyworth J 
et al (1993)'*. Another contributing factor to the low 
burnout in our study was that 26.25% of the sample was in 
the age group 36-45 years. Most of them work as 
consultants in their respective specialties. They had full 
expertise in their fields and were able to manage the crisis 
situations confidently, were satisfied witli their future, had 
a job security and evaluated their woik groups favorably. 
These findings are in agreement Heyworth J et al ( 1 993)'*. 
Assistant surgeons comprised 37.29% of our sample these 
assistant surgeons work in the department of medical 
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, h vvhich caters to the needs of peripheral health 
^^^• ccs (Primary Health Centre, Sub District Hospital). 
S^^have fixed duty hours, usually handle cold cases, 
I are not supposed to work as visiting medical officers. 
AlHhese factors might account for the low burnout in tliis 
1 ucc nf medical professionals. Similar findings have 
±rapor.edbyDuaJK(1997,'’ 

It might not be out of context to higlilight one more 
b'crvation made, while evaluating the questionnaires 
fr ni respondents that junior specialist (senior residents) 
Id higfi buniout scores. This could be attributed to the fact 
1 these junior specialists usually work as emergency 
’ Lysicians. which puts them on long duly hours, they have 
r manage the emergencies, have increased number of 
hifts per montlt and sleep deprivation. Tliese findings are 
^11 agreement with those of Goldberg R et al ( 1996)'*.The 
other confounding factor for this peculiar observation 


trniimQtic stress 

could be that junior specialists work on adhoc 
appointment, and have fear of losing the job, which creates 
a sense ofjob insecurity and career dissatisfaction in them. 

Limitations^ 

Junior specialists (senior residents) represented a small 
percentage of the study sample. Moreover postgraduates 
(junior residents) were not included in the study. Both 
these could influence the burnout scores markedly as tliey 
are tlie group of working doctors who face the first impact 
of any eventually and bear the maximum responsibility of 

emergency medical services. 

The subject is open to debate and hence further studies 
whicli include both the above groups ot doctors are needed 
in this respect. 
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^OMPIL^ION COMMENTARY OF FIFTH NORTH INDIA PG 

DEVELOPMENT PROGRAME IN PSYCHIATRY 

(13'"- IS’” MAY 2005) 
c-t.r-r^ . held at 

SHER-I-KASHMIR INTERNATIONAL CONVENTION COMPLEX (SKICCl 

Srinagar, Kashmir ’ 


Chief Coordinator: Dr Mushtaq A. Margoob 

Theme; Traumatic Stress 
COMPILERS: 

. Shaukat HamJani 

Senior Medical Ofllcer and Ex-Registrar. Deparimcni of Psychiatry 
Stage Secretary PG Development Programme 


Dr. ShiekhAjazAhmati 
Resident (PG Scholar). 
Department of Psychiatry 


DrSyed Sumaira Nawaz 
House Physician. 
Department of Psychiatry 


Dr. Mufti MuzamU 
House Physician. 
Department of Psychiatry 


1 ) All India Institute ofMedical Sciences. New Delhi 

2) University College of Medical Sciences, New Delhi 

3) PG Institute ofMedical Sciences, Rohtak 
‘J)Govl Medical College. Patiala 

5) Govi Medical College. Amritsar 

6) Dayanand Medical College. Ludhiana 


Participating Institutions 


• 7) PGInstituteofMedical Research. Chandigarh 

8) Medical College, Kota. Rajasthan 

9) Psychiatric Centre, Jaipur 

10) Govt. Medical College. Srinagar. Kashmir 
I l)KingGeorgeMedical University. Luckow 


The nnii North Zone PG Development course was held aner a long hiatus, in the valley with Dr M A Maruoobasthechi.rr^. 

The theme ■Traumahe Stress” was especially relevant in the context of today’s world realties and KashmtT in partLiar w e t“e llc'e 
has-been living on edge lor the past decade and a half, in an environment predominantly red and black The shades of bl3 a^d 

QAIA'. ■ Inauguration and registration of the dignitaries and students. 


DAY 2 


SESSION! 


ST 


Chair persons: Dr P Kulhara (Professor and Head, Deptl of Psychiatry. PGI Chandigarh)* 

DrR C Jiloha (Professor and Head. MaulanaAzad Medical College, New Delhi) 

Dr. Mushtaq A. Margoob (Associate Professor, Deptt of Psychiatry, Government Medical College Srinagar*) 

DrMAMargoob the organizer and chief coordinator of ihceventisarenownedfigurein South Asia when one speaks oftrauma andne^H. 

no new introduction. ’ 

Emphasizing on paucity of sensitization of masses in the developing world about the psychological trauma, he pointed out the vacillatino 
thought set from a complete lack of awareness ("Denial”) to over exaggeration ("Hyper arousal"), especially in light of recent tsunami He 

lurther pointed out that trauma scenario had been studied in thepast as well Hequoted following fewstudies in reference 

The Bhopal gas tragedy ( 1 984) left 22 6%of its victims, with psychiatric sequelae (Sethi et.al) 

A study from developing world reported 81% of people with PTSD. 57% with Depression, and 19% with Generalized anxietv disorder 
(Norrisetal) ’ 

Following the Marathwada earthquake. 59% of adults in affected areas had a psychiatric morbidity, 23% having PTSD and 21%MDD 
(Sharan et.al). 

In Lalur. a study conducted by ICMR recorded a 21 46% psychiatric morbidity (Agashe). 

Turning to Kashmir scenario, he highlighted a rising psychiatric morbidity, as was shown by a study on 60000 subjects from 6 districts 
yielding a prevalence of Current PTSD as7.7% and Lifetime PTSD as 15.18%. Supporting this with a remark on temporal profile of 
psychiatric morbidity, he noted that compared to 2000 pts in 1990, 60,000 had visited the sole psychiatric hospital in Kashmir. 

Addressing the plight of children affected by trauma, he noted that in his study on an orphanage (on 11 7 subjects), 37 had PTSD. with 2 
presenting as subsyndromal PTSD and a high percentage of children presenting with dissociative symptoms, a risk factor for future PTSD. 

Turning finally to the poignant tale of Waltengo Nard, a hamlet on the Pir panchal, that was devastated by a snowstorm last year, he said that 
the amount of trauma borne by the survivors was hard to imagine 


Taking ibtsopportur.yiowntBafew lines aboolOrMushlac|A Margoob. oorbetovedteacherand men tof. who isnol an individual butanjnsbtuboft for us.AsefflessfetherJgurewhowould goto 

any extent to struggle for the acadeiriKandclinical interests of the student conwnunily in g^eral and any individual associated with psychiatry in any way. in particular. Evenmtheface of gross lack n 
infrastructure and training facilities, working under his mentorship s never without a positive activity and immense sabsfaction of serving the suffering humanity selflessly. »id leaning many more 

lessons of the bfe far beyond the presen bed formal technicalities of managemenlofrr)entalhe<rfth problems of others alone 

For rrany doctors, thestartof troubled times signaled their exodus from Ihevalley. in search ofabetterfuture.Allhoogh Dr MushtaqA Margoob could easily have done the sane, hedeaded not 

to. Humra Quraishi. a noted author, mentions of him in her book as.* this mtemabonalty known psychiatrst has no plans to move out of Kashmir- the viley of trauma', as maty meicaf speoabls 

have begun tocalliL Alanotherplace,shewnte3*....Or Mushtaq A Margoob has hadseveral offers to work abroad orinothercities of country but hewiilnolleave the valley. 'I am answerabletohinf, 
hesaidsimply 'IseeSOOtodOOpabentseverydayinmyOPO. itismydutyasahumanbeing IhafiswhatGodwanlsmelodo . '(K8shmirTheUnloldStory Penguin8ooks,2004). 

His spirit for serving the psychotogicalfy traumabzed and suffering masses is indomitable and was well reflected by Barkha Dutt, one of the leading media joumalisb of India in ha popula 

lelevisionshow'RealityBrfes' WhilediscussingthepsychialricscenarioofconflictfomKashmir.shementionedofhimas'.. themessiahofthousandsofKashnsris .' 

The complete devotion of young cotteagues and students, reflected by David 0 in the Tribune of 8lh. Decomber. 2002. also conveyed by Prof Wig in his letta to Dr ktergoob is but a natural 
phenomenon, as Or Margoob has akwys been making impossible things possiWe forhis students This congregabon of the leadng faculty along with their students from the most presbgious rnedcaf 
e^cabonalinsbtubons of the country is justone example of the same process The standingovabon by this con^egabon of renowned faculty of the country to him itself testifies to recognitonofour 
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are in relaiion .o -he wo^s c = 

Tnr wftnessed - ihcre is noUnng about trauma heard on Afghan refugees and Kashmiri migrants) 

rXic criteria. a-'"So“uU.“ ^cins unbiased and called for professional conrnruni.y, secun.y and 

”;ro"nralJ^m.reLrchersen^^^^^ 


SESSIOl^'^ ,, ^ 

u /r Drr^f a«aHnDPsvchiatrvLadyHardingMedicalCo!lege,NewDelhO« 

X. • . »h.a r.rct^taoe where a oerson feels overwhwimed and expcnences a wide range ot 

He elaborated on the four in days and months when there is assistance by different organi^t.ons) 

:vrrh": in'S’^iduaf ;;:?etnTern^^^^^ -n the thirS phase the individuals shift focus from group survival to individual 

/)« (President '"rii"" As'ocmlion of and jocular the very next. Dr E Mohan impressed 

With a brilliant display ''Xlvncrlsies He on this occasion spoke on the neurobiology of PTSD Starting with a few 

one and all with h.s “unten and n^^^ Lfriburing h to Vietnam War) and nosological confusion surrounding it, he quickly settled onto his 

words on inclusion of PTSD into DSMCaltriDuting . circuitry. Concisely, he attributed reexpenencing of traumatic 

topic. He spoke of extinction process, which is executed by medial prefrontal cortex acting on amygdala In 

SHeoi^'pf-p'rinetcTe'ioni^^^ 

'^CSof :rhtlL ntemoty and its importance in acquisition of new memoiy, he suggested 
thaf hippocampal dysfunction coSld as well explain traumatic amnesias and impairment of declarative memo^^ Further, working memory 

(shonremmemory)impairmentinPTSDcouldbeexplaincdonthebasisofPFCandantenorcingulatedysfunctJon 

SESSIONS* 


Chairpersons: Dr Shiv Gautam (Prof& Head Department of Psychiatry. CMC Jaipur- Rajasthan) & 

Dr. S C. Bhargava (Prof& Head Department ofPsychiatry. PGI Rohtak). 

Dr4/7MvasfAi(Professor,DepartmentofPsychiatry>PGIChandigrah) .. .. ^-rb^rerk 

DrAvasthi delivered a lecture on the classification and epidemiology of trauma related disorders. Discussingthe vicissitudes of PTSD as 
a diagnostic entity, he described how it had come a long way from being called a feigner’s tale to getting established as a diagnosis 

Starting with acute mental syndromes following railway accidents and world warl, the clinicians went on to describe the symptoms of 
response to trauma in the form of re-experiencing of aspects of traumatic events, startle response, irritability, impaired concentration and 
memory disturbed sleep, distressing dreams, depression, phobias, multiple somatic complaints etc.The complex of these symptoms was 
given a lot of fancy names like Battle fatigue. Shell shock. Freud neurosis, etc. An organic etiology for them was sought initially but later the 
sufferers were said to be malingering, and hence the name Compensation neurosis. Some workers argued that it was nothing but an 
exacerbation of the underlying conflicts in aneurotic personality, once exposed to trauma. 

In 1952, DSMl adopted a term of ‘Gross Stress Reaction’ for such symptoms, to be followed by its unfortunate dismissal from DSMII 
This deletion, however, was to be short-lived as Vietnam war was only going to get back into the classification racks DSM III in 1980 
introduced the term PTSD for the first time. It was unique diagnosis as it had an etiological basis (unlike other DSM diagnoses) However 
there was no duration criterion, although Acute and Chronic forms were described, with 6 months as a delineation. DSM III was modified in 
1987 to DSM III TR which described three symptom clusters of Re-experiencing, Avoidance and Hyper arousal plus a time criterion of I 
month. Time distinction between acute and chronic PTSD was set at 3 months 

Introduction of DSM IVheralded addition of another stress related disorder. Acute Stress Disorder (lasting 2day-4 weeks) 

Talking of ICD classification system, he noted that ICD-9 had a short section on ‘Acute Reaction to Stress’ which was changed in ICD- 1 0 
to ‘Reactions to Severe Stress and Adjustment Disorder’. Neurotic disorders were dropped from ICD-IO.PTSD was taken up as a diagnostic 
entity forthefirsttimein 1992. 

Comparing DSM system with ICD he pointed that DSM puts stronger emphasis on avoidance and numbing, whereas hyper arousal is not 
so important for diagnosis in ICD system. Also DSM requires impairment and duration criteria for diagnosis. He further pointed out a poor 
concordance (3 5%) between the two systems. 

He concluded his topic with a brief review of the epidemiology of trauma related disorders. 

Dr. J.K. 7>iVeJ!i(Prof Department ofPsychiatry, KGMC Lucknow) 
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India the theater of disasters (both natural and mat> made) Asa result there is a chronic ongoinu stress with the 

line erpn\ileged as they are least informed, prepared or ecjuipped He opined that serious long and slion term rnorbiditv ' 

rauma uetoany cause poses a great threat and risk, often sidelined because of greater political issues and poliev matters 

tnajor c a enge to bridge the gap between knowledge and practice to narrow the distance between risk perception and r l 
aCtlVJtlLK b.lr V l;...;.. j; . ^ ..... ... ' ^ HSk 


on 

y resulting from 

It-* considered »ta 

actisities barly preparedness limits disaster nionality and consequently threat to human society from iraumaiic events Rkk'^^ ’^’’’Kation 
ie suggested, depends upon academic research (useful in policy making) and scientific and technological innovations 

Or f A a-k*. a ^ AM ..... ^ ^CSC A r r n /I ^ a ^ 


1 - • a . , • , ** M « « I . KJ « VV I I U VII ^<1 I iIUIOVa(lOn^ L I 

it tamed thereby canbeulili;!ed to limit vmlncrabilily of a population (illiteracy, ignorance) Dr Trivedi Advocated communitv n 
by incorporation community based issues at state / national level- this involves strategies for prevention and combatino rr^nf^ 
trauma and the need to hasten decision making to produce visible results ® ^ucnces of 


SESSION 


4A 


Chairpersons: Dr Neena Bohra (Former Prof & HOD Psychiatry. Lady Harding Medical College New Delhi) &, 

Dr P K Dalai (Prof Department ofPsychiatT^'. KGMC Lucknow) 

Or Harish Sheny {Senior Psychiatrist Mumbai) 

Dr Shetty spoke on theihemc of Cultural Perspectives of Trauma, impressing upon the mental health professionals to widen the 
of perceiv ing trauma and its dimensions He said that cultural assessment of a disaster is of utmost importance because 

(lisasterbutapnnofit ’ ’ 

Speakingof himself as ' neither an orthodox, nor an agnostic', he said that culture is expressed all the time, religion noiwiihsi t 
Stressing upon the importance of cultural values in India with regards to disaster, he said that Cultural Arousal by religious fanatics 
prelude to a disaster (e g . riots) Funher, it is a common practice in India to ascribe disasters to angry gods and ancestral sins showca^^'' 
intlucnce of cultural memory, which although absurd can be an important means of coping However in the event of a disaster 
opportunists can use soccour as a means to further their missionary ends Disasters also entail a Psychopathic Liberation a transc*h'°^^ 
phenomenon luclled by lawlessness, wherein looting and arson abound ^ 

Talkiiigabout the methods of living down trauma, he said that Regrievingin the form of shradhanjali', using cultural symbols (e u i i 
tree among Hindus), idols of deities, photographs of victims etc. isa time tested and culturally inculcated method 8 . u si 

Referring to superstitions in the fonn oirumors about further disasters or misuse of compensation money, he said that they could ham 
normal rehabilitation 

Calling attention to the cultural vices, he said that Grief and Disasters, but not Culture are secular, i c.. where culture divides oe I 
disasters unite them Also culture fashions priority, i c . a disaster would be trivialized in (he foreground of another less important b 
culturally more fashionable event(s) Culturally conceived and propagated stereotyped mindset towards particular people (like minoritie v 
yet another vice of culture 

Telling mental health professionals as 'culturally illiterate*, he stressed upon the importance of cultural awareness and training as also the 
need of being less obsessed with DSM and ICD. more enipathetic. less intolerant and always ready to listen to the disaster victims 


Dr. Nimesh Desai (Prof & HeacLDeparlmenlofPsychialry IHBAS, New Delhi) 

He talked of public health perspectives in the light of studies done in Kutch, Lalur. Gujarat, as alsoa Needs Assessment study with Dr M 

Margoobdoncin 1Q98 He suggested that in disaster, trauma situations the normalcy paradigm needs to be accepted first- willingness to work 

as health workers, relief or rehabilitation workers and not as Psychiatrists or counselors. He concluded that one 'should neither over nor 
under psychialrize', "don't rush to label at least in the early phase ( f few weeks )”, he warrant against isolated or vertical services and 
emphasized liaison with other health care agencies Medication and diagnosis should be used when needed 4-6 weeks post disaster He 
concluded that the experience in serv ice delivery in disaster situation in India, can be extended to other trauma situations, there being certain 

lacunae in that area He stressed the need for micro and macro studies (at the policy level) for a way to integrate our work with others 

DAY3 SESSIONr' 


Chairpersons: Dr Parantjeet Singh (Prof & HeadDepti of Psychiatry' Medical College, Amritsar) 

Dr. Kuldeep Slntrma {Prof and Head, Department of Psychiatry Rajiiidra Medical College, Patiala Punjab) 

While talking about strategies to prevent PTSDin trauma victims, he also shed light on Acute Stress Disorder (ASD) emphasizing the 
need for its diagnosis, because failure to detect this entity can lead to progression to Chronic PTSD, an Incapacitating reality He mentioned 
that though acute treatment with SSR Is was effective strategies for prevention of PTSD have not been established. Studies are coming up but 
literature is scanty He upheld the use of CBT as a preventive strategy . which involved de-briefing, breathing techniques, relaxation therapy 
confrontation of fears by reliving, challenging of irrational beliefs and cognitive restructuring. 

Dr. Rajesh AV/^Ttr/f (Secretary General, lAPP) 

He mentioned that the Indian reality scales for PTSD have not been tested for reliability and validity in Indian context He pointed out 
that while assessing Post Traumatic Symptoms.MMPI and psychological inventory may underestimate or misinterpret traumatic effects, and 
made reference to the Davidson trauma scale The CAPS, detailed assessment of Post Traumatic Stress, basically focuses on kind of trauma 
and resultant stress It measures aspects of adjustment influenced by traumatic events. He concluded by saying that laboratory studies 
validated the use of psychophysiological assessment as a tool for PTSD assessment He also suggested the development of specific PTSD 
instruments related tocivilian trauma, the hazardsof overdiagnosing, requirement of Forensicq assessment multisource, and 
multi score instrument for children (currently un- available). He put forth the Kashmir model as worth following 
Dr. ^Consultant Psychiatrist VIMHANS- Nehru Nagar New Delhi 110017) 

In his concise and forceful presentation. Dr Vikas touched upon non pharmacological interventions in PTSD. He astutely explains and 
the centrality of trauma while correlating it with the concept of loss and bereavement Though, he did not deny role of intervention in trauma 
victims, he cautioned against a hasty approach Masterly activity, watchfulness and not excessive intervention early on were needed He 
stated that safety, logistics, good rescue preceded psychological intervention As per Dr. Vikas a Psychiatrist should go beyond general 
i ssues- give enough time to the victim, understand of wide range of affect and non critically accept say measure of hostility (being part of the 
system) 

He concluded with four main principles- 
- Explanation, destigmatization. 
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„„.ril“w':rp:oX-r„ed.nwor.n^ 


also 


SESSIONr' ^ 

groups ot agents have , ^vhich recurs during recall of traumatic me j uriihin qix hours of onset of symptoms, for ten days, and 

reportedly over mon h* “ ^ j- In the first study Propranlol / Placebo was s a . p^pranlol group compared lo placebo 

^SSl.reatme„torPTSOamSSK.s(Paro^a„™« 

P,noSt™xamine,Nefazo« PmLs.n significan.ly tmproved reaper, cue, ng, 

:IS^SS;‘rr:t^a“ -cause tb. impair learning process, so Ibey would I.e w,se 

Sludy by Dr MusH.ap N-SO«^;; 

i:o:ict:"lif Va^^Kt'u" was •'Co morbidity in PTSD", emphasiztng, .bat PTSD wasn't alone ,o cnpple tbe 

*“”^ATmosl 80% of PTSD patients fulfill criteria for at “ PTSD as being Current (mtegral ). 

Anxiety (impairing) to it it is also important to differentiate PTSD Iron, OCD, 

plX^dTssMiativedisWdersand depression standingasclosedifferenual^^^ 

Speclmm of the responses totrauma spans fromX clinical presentation can vary with nature of stress. 

pro«'stress"e"entof^ruX^^^^^^ 

Many present with trauma related non-PTSD symptoms, like pathological dissociation 

(61%). somatization(47%)and affect ofDESNOS (Disorder of Extreme Stress 

"'Sr„goffhtlicpt^with rite management ofPTSD-comorbidities, he noted thatdtug therapy wassubjecttopatient'swillinsness, with 

cognilivetherapiesand coping techniques tosupplement. 

SESSIO^f" 

PANELDISCUSSIONO PROFESSIONALS in TRAUMA and its SEQUELAE” 





DrAlokSarin(SeniorConsultantVIMHANS-NewDelhi 110017) 

Dr. B. S Chavan (Prof and Head Department of Psychiatry Govt Medical College. Chandigrah) 
Dr.Ranjeev Mahajan (Head, Department ofPsychiatry. KGMC Ludhiana) 

Dr. Reshma Aggarwal (Consultant Psychiatrist. MAMC New Delhi) 
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SAARC Psvchiotfic Ffirjprntinn 


peobrTt^S 

REALIZATION OF A LONG CHERISHED DREaIT ^ ASSOCIATION: 


Mushtaq A. Margoob 

Bhutan and '"d.a, Pakistan. Bangladesh, Sr, Lanka, Nepal 

Recently it has been reaLed that .h™ oppoS (SAARC,’ 

examine similarities and difTerenccs anTcxplomhe ootenhal^ experiences to 

immense The shared cultured heritace and hkiorv k m cooperation and collaboration is 

differences make them difficult Thifcan be do^^ onit T “I'*' political 

attempt to leam from each oU^r As poTn^ed ouXv N ‘he political differences and makes an 

in his editorial “Regional Cooperation of Mpnia^H^li.K Dcsai Editor. Indian Journal of Psychiatry. 

April-June, 2005 Vol 47 No 2 ^ iKp aK Tt in South Asia Opponunitics and Challenyc*’ (UP 

biases has been helped by^he experience o^the ‘o overlook political differences and inuiual 

countriesoftheFirst World ^ Asian diaspora across the globe, particularly the 

January 21, 1978 at Nc\v DelViVurinD'?h°p'\*^^ ^ of Mental Health in South Asia look place on 

Conference ofWortd Psychiatric Association With of Indian Psychiatric Society and Regional 

Mental Health in Asia) This was the first time in (Group for Advancement of 

declared, cinitiatean^ganizere^^^^^ 

H ote mental health in their respective counines (WFMII 1 978) 

fn.i, Renewed weT^aSu:!:®’ ,tr;s:“d'rd:",o f " ^ 

advancement of menul health Representatives from ^ i a ^ ^ federation in South Asia for the 

19th August, 2003 during the Intentional Conferen of Pslchiar at' '“c**"''" 

Mental Health The meeting discussed the need m V organized by South Asian Forum on 

Federation, On l2thSeptemb"3 'T 

to take the lead in pushing the idea fortvard about thnormalion'of SAARC Fed^'f 'l 

56th Annual General Body Meeting was held at Mvsnr^* a Gn 10th January tlie 

Pscyhiatric Federation ® "PP™""* "’p <=1' the SAARC 


September 19th, 20M during the\vnRegfOTaranimerZonal’Meetingnd7ornennSAARCP^'’''r°'' 


PA,- meetings the first conference of SAARC Psychiatric 

Federation was held at Agra on 2-4th December 2005 In the words of Roy Abraham KallivayalU General 

Secretary, Indian Psychiatric Society and Secretary General SAARC Psychiatric Federation the conference 
was a grand succes^ Professor Juan E Mezzich. President. World Psychiatric Association wasthe Chief ^ 
and he inaugurated the conference on 3rd December. 2005 which was presided by Professor Abdul Malik 
Achakzai. President SPF Dr S_ Nambi (President IPS) welcomed the gathering and Secretary General SPF 
read the repon^ The number of attendees was 340. The countries represented included India Pakistan Sri 
Lanka. Bangladesh. Nepal, Malaysia. Australia, UK. USA, Greeceand Canada. 


This first SAARC Conference of Psychiatric Federation has took place in prevailing congenial 
atmosphere and yeami ng for mutual cooperation, peace and prosperity in the region A chronological mention 
of overall positive developments in this context may not be out of place here. 

Prime Minister Pakistan Mr. Showkat Aziz called for reviewing the spirit of the principals and 
objectives of SAARC Charter to create peace, progress and prosperity in South Asia He told, “let us re- 
posi lion SAARC as a pragmatic, issue driven and result orient^ organization which can be a factor for peace 
and an engine for progress in the region by creating and enabling environment, people to people contacts, 
promises to lend it greater vigour and dynamism”. 


While delivering the keynote address at the inaugural session of the Microsoft Government 
Leaders Forum. India's Science and Technology Minister. Mr Kapil Simbal said on 6th December. 2005, 
more cross-border exchange within the region so that Asia’s talented can work freely throughout the region 
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SAARC Psychiatric Federotion 

and s.n,u,a.e each o.„c.s 

Technology Institutes integrate „ jhe holdingof I st International Conference of SA ARC 

Govemmentoflndia.expressinghisg P that a large proportion of persons with 

Psychiatric Federation sent -f. lonoferm disability persisting symptoms or a relapse of 

mental illness exper^nce a poor quality emphasis on psycliologica) 

illness have given birth to the field of psychtatnc countries and also from the 

newer avenues tomectihechallengesot mental health rehabilitation. 

The Prime Minister of India. Dr Maninohan Singh in his message on the eve 

rourh Asian Problems and Prion.ies- should s.imula.c regional initiatives for jo.nt research so iha, 

analysts and experts in the region can learn from each other 


Prof Juan E. Mezzich. President. World Psychiatric Association, remarked ‘m its short two 
years SAARC Federation haseslablished itself asa cmcial protagonist of key activities in South As'^ Jiome 
fora sizeable part of humanity. Its cooperative relationship with the World Psychiatnc Association (WPA) is a 
source of high stimulation for all of us This International Conference offers us the opportunity to discuss 
fundamental organizational issues for international psychiatric and mental health in this part ol the wwld 
especially how to face disasters more effectively and how to promote constructive collaboration m Wl A 
Region IV that encompasses Asia and Australia” 


In complete conformity with spirit and policy Director General of Indian Council of Medical 
Research (ICMK). Prof Dr Ganguly, inspiie of his overwhelming engagements saw to it that a meeting 
between mental health experts from India and Pakistan was held in his office chambers on the morning of 5th 
December, 2005 to discuss the most recent devastating earthquake of 8th October, so that serious and 
substantive research gets started at the earliest. 


The two teams discussed general issues of medical research in the two countries and recognized 
potential for working together The experience with the recent earthquake in Pakistan and Kashmir was 
shared The experience and some database from Srinagar and other parts of Kashmir were also discussed The 
experience and the research projecls under Disaster and Medical Health at ICMR were also discussed, with a 
special mention ofiheroleof IHBAS 


The following ideas were discussed and agreed upon 


1 ) Collaboration on Disaster and Medical Health 

In view of the experience that agencies and teams from Lahore and Pakistan have for 
the recent earthquake in Pakistan and Kashmir. Dr. Haroon will coordinate the initiative from the 
agencies in Pakistan, for work with ICMR These agencies will include Pakistan Medical 
Research Council and the Ministry of Health. Government of Pakistan. 


The possibility of working together on research projects, and a Joint meeting to share 
experience will be actively explored. A bi-nalional meeting could be arranged in June 2006 to 
compare research findings of the recent disaster wherein research aspects and community 
responses and other experiences could be shared 

2) Explore possibility of collective research on Mental Health: 

The potential for collaborative research on other aspects of mental health was also 
recognized, and it was agreed that this possibility will also be explored, in terms of projects, 
consultations and joint meetings. 

3) Research on non-communicable diseases (NCDs) and other aspects of Medical 

Research: 

It was also discussed that the possibility of working together on areas of mutual 
interest in medical/health research, especially between the PMRC and ICMR leading to 
MOU^oint working group be explored The commonalities in cultural and life styles factors may 
be explored further through NCD surveillance activities. 
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First Conference of SAARC Psychiatric Federation, Agra: A Grand 

Success 


Dear Colleagues. 

We are very happy to report, the First Conference of SAARC Psychiatric Federation, Agra 2-4 Dec 2005 
was a grand success. Number of attendees- 340. The countries represented include India, Pakistan (with 37 
delegates), Sri Lanka, Nepal, Bangladesh, Malaysia, Australia, UK, USA. Greece and Canada The CME 
Programme was inaugurated by Prof NN Wig on 2nd Dec WPA President Prof .luan E Mez/ich 
Chief Guest and he inaugurated the Conference at Hotel Mughal Sheraton on 3rd December, which was 
presided by Prof Abdul Malik, President SPF. S Nambi (President IPS) welcomed the gathering and Sec 
General, SPF read the report. Sri. Ramjilal Suman M.P,George Christodoulou (Athens), WPA 
Representati ves-J K Tri vedi, Haroon Rashid Choudhry (Pakistan), Bruce Singh(Australia) and others spoke. 

Symposia on Mental Health Legislation in South Asia, Disaster management. Dementia, Mental health 
mapping. Media and Mental Health, a Panel Discussion on Religion on Psychotherapy led by Prof RL Kapur. 
Special SAARC Session, Guest Lectures, Special Lectures, Free papers, poster sessions and cultural 
programmes, visit to Agra Mental Hospital and the famed Taj Mahal were some of the highlights. Wenlacenn 
record our deepest appreciation to UC Gar^. Oruanisinu Secretary and his dedicated team who worked 
meticulously and tirelessly forthesuccessofthis International event. 

Positive outcomes of the Scientific Meeting: This was the biggest gathering of psychiatrists from South 
Asian countries till today. 90% of the delegates were from SAARC (South Asian Association for Regional 
Co-operation) countries- who share a common cultural, political and religious heritage. This meeting has 
strengthened this relationship and opened up further vistas It is worthwhile to note, this conference was co- 
sponsored bv WPA and 1 8 WPA CME Credits were awarded to the delegates . We are thankful to Prof Pedro 
Ruiz and Prof Allan Tasman for their help and support in this regard. And our heartfelt thanks to all the 
delegates who attended this conference to make it a remarkable success 

Regards 

Roy Abraham KalHvayalil 

Secretary General, SAARC Psychiatric Federation 
Professor of Psychiatry, Medical College, Trichur -680 596 INDIA 
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<^AAPC Psvr.hialrtc FederoHon 


prof.JunnE. Mezzich 

Center for Mental Health Mount Sinai School of Medicine, NYU 5th Avenue & 1 00th 

Street Box 1093 New York. New York 10029-6574 
Tel # 7 1 8-334-5094 - Fax #718-3 34-5096 

Dear Prof Juan Mezzich. 


It was a pleasure to have attended and participated in a WPA meeting at Agra on 3rd of December,2005 under your dynamic and 
able leadership. Sir. I would be greatful if the minutes of the meeting can be sent so that I can approach the President. Indian Psychiatric 
Society to be a member of the Advisory board for WPA task force on Kashmir earthquake and also to request Dr Mushtaq Margoob 
Professor , Department of Psychiatry. Medical College .Srinagar (who has worked with disaster victims lor more than 10 years) and 
also Dr.Srikala Bharath , additional professor .Department of Psychiatiy.NIMHANS, Bangaiorc( who has worked in women and 
children of disaster affected areas at Latur and Orissa) to prepare a workplan for the disaster affected areas in Kashmir on the Indian side 
of the border. I would also like to co-opt Dr. Roy Abraham Professor and Head. Department of Psychiatry. Medical College, Trichur as a 
member in the advisory board as well as member secretary of the task force. Sir. I would await your response 


With regards, 

J.K.Trivedi, 
MD (Psych ), M R C Psych (U K ) 

Professor 
Dept of Psychiatry 
King George Medical University 

Lucknow -226006 

India 

Zonal Representative for Southern Asia - Zone-XVI of WPA 
Immediate Past President. Indian Psychiatric Society 
Editor, Indian Journal of Psychiatry (1997-2002) 


IntemQtionQl Seminor On Psvchiati 


-T gJ'j international SEMINAR ON PSYCHIATRY 

(Disaster Management & Psychosocial Rehabilitation/ V 

T Community Education Programme in Psychiatry) JL 

January- 21-22, 2006, 

(ft® Fountain House. 37-Lower Mall. Lahore - Pakistan 

^5^ Organized By 

IBE WPA (Zonc-15) & VVPA Section on Psychiatry in Developing Countries 

In coHaboration with 

WHO, South Asian Forum, Asian Federation of Psyehiatric Assoeiations, Pakistan Psyehiatrie Society 
World Association of Psychosocial Rehabilitation and International Bureau of Epilepsy 


% 

^!t 



Organizing Committee 

Chairman Organizing Committee 
Prof. KlialidA. Mufti 

Co-Chairman Organizing Committee 
Prof Abdul Malik Acliakzai 

Secretary Organizing Committee 
Prof Haroon Rashid Chaudhry 


Foreign Organizing Committee 

Prof Juan Mezzich 

Prof Mari oMaj 

Prof John Cox 

Prof Pedro Ruiz 

Prof Helen Hemnan 

ProfG.Christodoulou 

Prof M.P. Deva 

Prof Russell D’Souza 

Dr. Muhammad Afzal Javed 

Prof J K.Trivedi 

Prof Nimesh G. Desai 

Prof NalakaMendis 

Prof Roy Abraham Kallivayalil 

Dr. Mohammad Sayadul Islam Mullick 

Dr. E. Mohandas 

Prof Pichet Udomratn 

Dr. Mushtaq Margoob 


Local Organizing Committee 

Prof Syed Haroon Ahmad 

Prof I.A.K. Tareeii 

Prof Khalida Tareen 

Prof Muhammad Sharif Chaudhry 

Prof Ijaz Haider 

Prof Mussarrat Hussain 

Dr. Unaiza Niaz 

Dr. Feriha N. Piracha 

Prof Farced Minhas 

Dr. Rizwan Taj 

Brig. Mowdat H. Rana 

Dr. Khalid Saeed 

Dr. Saeed Farooq 

Prof Aziz ur Rehman 

Dr Aftab Asif 

Dr. Saima Niaz 

Dr. Nisar Hussain 
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devastating EARTHQUAKE:A FIRST HAND REPORT 

ft . * . . . ^ 


— — - 

A team of young doctors who as promising students, out of their own /eal Ihc'carlhquakc 

n««s ^trauma aitd snow storm disaster during our ontrcach activities from time to time , young doctors arc w or.h 

in,er%cn^ns in trflunm ^ sufTcnng from an unfathomable loss and grief The cfToris ol > b 

‘’‘^'recii^on xiicirprcsidciU Dr Samich Dcvaprcscnlsafirst hand accounlofthcic victims m the lines below (Editor) 


On October 8. 2005 a devastating earthquake hit Kashmir 3 moment it brought to 

the victims vulnerable to a harsh winter ahead without any basic amenities of management The life of 

limellKht our inability to deal with the natural calamities, and exposed our claims to disaster manag _ t.,,.,,. 

viTbms see^^^ come to a stand still. They could be seen unable to give a ven, to 

bustleofill planed rescueandreliefworkaddedtothetrauma Victims were forced by the circumstances to 
from the Mlyinhabitations(inTangdharandUn)toconectreI.efma.en^ 

sometimes ended in fights were the order of the day The daily routine of the '^eninV^ 

doctors, we saw lots of neglected injuries and toiled hard to have them What was still . . 

people responded overwhelmingly to the event and visited the disaster hit areas m large numbers 

sharingthe%ufferingofthepeople.helpingtheni. listeningtothem and consolingthem but unfortunately his respo s^ 

sufTerSiafatigueandslowlybreatheditslast Variousreasonscouldbecitedforsuchanoccurrence Firstly, it se 

bea natural course of all sympathy out bursts that once the painand suffering is visible it moves the human heart, 

with lime people get used to see them suffer Secondly.lotsofhurdleshavecomeupenroutetothedisastersite Inone 

of our recent visits we had to spend 60% of our time just facing these hurdles rather than 

there seems to be an impression among the general public (including even well educated people) '^e aid 

distributed amongst the victims has made them rich A calculation of fingertips is enough discard the idea to a dustb 

One of our colleagues, who was involved recently in a door to door survey in one of the villages in 
concluded that on an average each household had received 50kgs of eatables, I Okgs. of sugar. 10- 15 blankets and a 
cheque for Rs 40000/- (of course not all households) One of the persons from Chitrakote reportedly had accumulated 
the largest number of blankets ( 1 60) None of these figures cited above would make them nch enough to be neglected 
The condition of majority of sufferers is pathetic The sheds that have been constructed by people to live in 
may serve as a temporary shelter, but soon they need a house to live in These sheds would hardly provide any 
orotection against the weather, and pollution index inside them (though not measured) would be very high During our 
visits we came across ailments among children, women and old which could be attnbuted to this faulty shelter The 
already existing problems like malnourished children, infections etc. have got a chance to flourish and need to be 

addressed. 

It is very important to mention here that quite a good percentage of people in these areas are experiencing 
psychological symptoms These symptoms range from those of frank severe reexperiencing in some people to 
hypervigilance and sleep disturbances in almost all We could also see that the faith in Allah, the hereafter and the 
reward and punishment proved to be the most common and effective coping mechanisms Besides this, psychological 
distress was comparatively less in regions were people had started to construct their houses 

Psychological symptoms are the ones that are most susceptible to be neglected and forgotten The fact can 
be seen in the exclamatory remarks of a medico, who earlier had toiled hard to deliver door to door medical relief to the 
victims; his heart having been moved by gangrenous wounds he saw He said “Oh! these people do not need our help, 
none amongst them is mad” It is also not out of place to mention here that any effort to bring cognitive enhghtmenl 
must be centered around the normal grief model of our society, which has been described In tollowing words in one of 
our recent handouts on the issue, 

“The fabric of our society centres around the basic concept of one God. We believe that life and property 
belongs to Allah and betakes them back whenever he wishes and for everything there is a said time to occur, hence in 
griefs we must be patient, aim for reward that is with Allah. We believe in the verses of Allah many of which speak 

about lifeand death”. Excerpts from Holy Qur’an: 

“And certainly I shall test you with something of fear, hunger, loss of wealth, lives and 

fruits but give glide tidings to those who are patient**. 

In the end. I would like to say that Government and non-government agencies should take concrete steps to 
rehabilitate people. Media should come forward to bring the bare truth about the disaster to limelight so that it could 
serve as a bench mark to access progress in rehabilitation. An effective disaster management plan needs to be brought 
out of text books into the practical field both at present and in future. We at “Doctors Offering Care”, who light the 
candle of social service in young medicos, acted very little not even comparable to a drop in an ocean, but did it 
differently by thegrace of Allah. We based our medical and social relief activities (whatever little aid we had) on door 
to door basis in Kamah. The smile at the lips of people of Dringla were we had operated in relief phase brought solace 
to our hearts while we visited them for pscyhosocial rehabilitative measures. 

True as it is “the way you provide the food, the shelter and basic amenities of life however little they may 
be, is going to effect the long term psychosocial outcome of the victims. 
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Media Reporting 


EXCERPTS FROM 


THE NEWYORK TIMES INTERNATIONAL SUNDAY, JUNE 2, 2002 


!^nn H ■ ■ ■ ■ '^kcn a heavy psychological toll I„ 1990 abnn. 

700 me, and women songh, help m Snnagar a, the psych, atrie diseases hospital, a mn down facility where barctr 

Most of the patients are women. Tl,e major illnesses are depresston and post traumatic stress disorder hosoital 
records said. Suicide rates arc rising, primarily among teenagers >i>oracr. Hospital 

Children here ar^e being deprived a nomral childhood, said Dr Mushtaq A Margoob, an Associate Professor in the 
deparintent of psyehtalty. at the Gov ernment Medical College, Srinagar Instead of spending Sundays vvl the 
parents m the beautiful Mughal gardens here, families stay at home, fearing another bombing 
Tins was a hospitable society where, at one time, "when somebody invited you for lunch, you found you were there 

fordiimer. Dr Margoob said When you are invited for dinner, you will have breakfast.''. ... . ^ ere mere 


TIMES OF INDIA, October 23, 2005 
TRAUMATIC TIMES FOR VALLEY 

B> Aiirtl Tikno Singh/TNN 

Since the October 8 killer earthquake. 1 1-year-old Salma wakes up eveo' night screaming. Terrified, she looks around 
the room and then crouches in one comer of her bed. fixing her gaze on the floor, sobbing silently. 

Four years ago. Salma lost lier father, a tea-seller in Rajouri, in a grenade explosion. Since then, slie has been hyper- 
anxious and depressed, Tlie quake that ravaged Kashmir, has led to a relapse of her heightened state of anxiety 
“Salma's symptoms are classic of posy-traumatic stress disorder (PTSD)’\ says psychiatrist Mushtaq Margoob 

“In trouble-torn Kashmir, where 7% people of the total population are already suffering from PTSD. the earthquake 
has triggered a fresh spate of anxiety and relapses”, said Margoob 

PTSD IS caused because of frightening events like violence, physical torture, rape or natural calamity. Symptoms 
include recurrence of memories or dreams of an event, a sense of isolation, disturbed sleep and lack of concentration. 

Margoob. who has conducted se\ eral sun eys on the mental state of Kashmiri populace due to the past 15 years of 
militancy and terror in the state, said 15% people in Kashmir valley, including Kargil, are coping with symptoms of 
PTSD and 19% are depressed due to conflict. 

He said Salma's case reflects the precarious mental health of the people in Kashmir. “The last time her symptoms 
were manifested wlien Kashmir was liit by heavy snowfall, rain, landslides and avalanches,” he said. 

Natural calamities have made matters worse. Tlie ps> chological trauma is usually transitory', but avalanches last 
winter have left such deep scars in the minds of people of Waltcngoo that they refused to visit their homes high in 
mountains. 

“To them, their w recked one-room dwellings in the mountains are like mass gra\ es." says Margoob. “After persistent 
efforts by my team, we have been able to take tliem there but quake has made them relive their worst 

^C3rs Margoob said the depth of the problem could only be ascertained after six weeks as it would take that 

long for people to fully acknowledge that tliey needed help. 
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No- 152 SRINAGAR. Thursday June3, 2004 

PSYCHIATRIC SCENARIO IN J&K STATE 


Working as a psychiatrist has to be a mission 

htMi Ahfttad Mfffgooh, Associate Professor of Psychiatry in GM.C Srinagar is a name well known Plumbing into the 
mind, a researcher, an academic, a scientist, and above all a human being who feels the fragility of life of his 
depth Pr. Margoob. talks to GK Reporter .SVia/Vy Nazir. 

r«tienia is attached to psychiatric disorders and no one wants to talk about these openly. Why? 

Q: Aloto disorders like, physical illnesses have always existed in Kashmir, like any other part of the world. You are righl in saying 
f siiunia is attached to mental disorders. It has social as well historical background Until 50's there was no specific medical 
that lot o for such disorders. Severe patients Were mostly kept in isolated pi aces away from the society In Kashmir 

treatinen . year back a lunatic asylum was created in the backyard of the Srinagar Central Jail. It had the provision ol keeping 

almost Over the years it transformed into the present I00>bcdded sole psychiatric disease hospital of Kashmir valley At 
few in jjgj eaters to the needs of most of the people of Kashmir valley. Ladakh region and adjoining areas of Jammu province 

presen f^gnnagar as its undergraduatc/postgraduate teaching institution Up to late 60's the hospital was mainly rendering 

His at a disturbed or mentally deranged individuals mainly as a custodial care institution without O.PD services In 70 8 it 

serviceSyis^ psychiatrist Prof. Erina Hoch who worked here as the 1st Professor and Head of under- graduate department ot psychiatry 
M C Srinagar, to increase theawareness about the emotional disorders, 
n nitmidSO's tomid 90'slate Prof A A. Beigh made an outstanding contribution to clinical psychiatry in Kashmir, rather gave it a 
^^?able place like any other branch of medicine During this period people not only thronged psychiatric clinics but started coming 
fcspcc pjychiatric treatment at the hospital. Premature and sad demise of Prof A A Beigh was a great loss to the suffering 
^iiniiv in general but to my person in particular At present besides this hospital, psychiatric O P D services are also available on 
^^^^^Tcncy basis twice a week in SMHS hospital and full time in SKIMS Medical College Bernina 

V^ih increased awareness among people about psychiatric disorders, better treatment results and the present prevailing conditions 
mber of the cases seeking help for emotional disorders has increased over the years. Initially during 80's tlie number of the patient 
• OPD would range from 8-10 cases per day. While as during 1990’s there has been a phenomenal increase in the number of the cases 
' eeking help for different psychiatric disorders. Against a total number of 1768 cases in 1 990. more than 48,000 cases were seen in the 

OPD during theyear 2003. 

O' How do present conditions alTect the mental health of a common man here? 

A* Exposure to a variety of severe traumatic stressors like killings, destruction of property etc over the last one and a half decade has 
oniealmost a daily affair for majority of the population living in Kashmir Keeping with the commonality of the trends perceived 
^versally with its specific socio-cultural settings, the psychological impact of such a situation is likely to be experienced in several 
^ avs Individuals may suffer from various psychiatric ailments including, post traumatic stress disorder (PTSD), while as new social 
"recesses and shared behavior may appear throughout the community, initialed by the change in the shared psychological states of the 
Vected persons The traumatized persons may most unconsciously oblige their progeny, to resolve their own unfinished psychological 
fasks related to the shared trauma such as mourning, and other losses We have been seeing an admixture of all these trends among our 

patient population overtheseyears. 

O' Which psychiatric disorders have increased here over the past decade or so? 

A* It will not be possible to go into the details here. In brief, in the light of the hard-core scientific data- emerging from my studies. I 
might say that in early 90's majority of patients who sought treatment belonged to different anxiety disorders group Gradually the trend 
changed and at present the majority oflhe cases are seeking treatment for depressive disorders, which might be one of the main causes 
of increase in suicides after mid 90*s, The pilot study on the prevalence of psychiatric disorders In the community, which I con ducted in 
{he year 2002. showed that nearly one lakh persons out of about ten lakh depressive patients had strong suicidal tendencies 

Following publication of our ‘Comparative study of suicide attempt cases reporting at the Hospital for Psychiatric Diseases and the 
emergency department of general hospital respectively in year 1997', we have been working over the past seven years on identifying the 
possible risk factors, including biological markers for suicidal tendencies and hope to publish our results within coming 2-3 months, 
which are quite revealing. 

Q: Drug addiction has been increasing alarmingly in J4&K. What is the 
present scenario? 

A In early 90’s majority of the people believed that the menace of drug abuse has been almost completely eradicated as a result of ban 
and retaliatory measures by various organizations. But, our research paper entitled 'Drug abuse in Kashmir. Experience from a 
provincial level psychiatric disease hospital' published in 1 993 in the Indian NationaUoiirnal of Psychiatry the clear warning in 

these words ‘the reduction in the number (f persons re porting or seeking help for drug related problems at the hospital O.P.I> should not 
be misinterpreted as an indication of decreasing incidence of drug abuse in Kashmir. The almost daily reports of bi^ .wizure.s of 
substances of abuse like charas and heroin in the local press is a clear indicator that the menace is touching new heights and that the 
.situation will eventually become explosive. Urgent .steps must he taken to curb it before it is too late The present explosive situations is 
clearly reflected in one of our latest studies on the subject entitled 'Changing socio-demographic and clinical pro- file of substance use 
disorder among patients in Kashmir valley' It is based on the drug addiction scene during the year 2002 and published in the current 
issue of JK Practitioner. It was also carried out by your newspaper on 22nd Sep;2003 under the heading 'Drug use on rise in Srinagar' 
The results are startling. Even young semieducated women from far -off rural areas are using harder substances like opioids, 
benzodiazepanes etc. at limes intravenously. The abuse of the traditionally used drugs is being completely replaced by harder 
substances like heroin and over the counter drugs like opium preparations, combination injections, and codeine containing cough 
syrups. Keeping in view this scenario the concluding words of this study might not be out of place here Drug abuse must be considered 
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Acc.^s ,o availabinCraddicursubsTarrindUst^^^^^^ 

T .e possible association between dmg abuse and posttrauLtic strcs disorders (PTSDU^ 

glad to .now titat tbts study Has already been unde.a.en with tl.e assistance rnirDeptV^TS^erdTcSlt 

A Eat. mates ort"epre°v1lenc™?p'osnL'”nttbrst"rd!^ord\7sTnthrgl^^^^^^ 

hospiial O PDdunniithe year 2003, it was 2 38% This is^lea^^a^^Td^^^S^ntrS 

the communuy Due to lack of awareness, people continue with the aiionizino svmntMmc . common in 

reaction or response to the catastrophic stres' and abroS^^uation trco'sfdS ^ 

followiTiLt death of close relative or other losses This is a verv disiurhinu iron/t^h P^’oeess of natural bereavement 

psychological tnterc ention leads to chrontcity. whtcl, may then bedifftcult toget treated even^: reto^ttvTn^td^c^^^nhrwS''^ 

Chara7:ris7cs7r7ur:lmtr developmental and cultural prospects as^weVa^ 

The results of such scientific studies can not only have imponant theoretical implications of the cause and cross-cultural nature but can 

beofimmensehelploconslruciachentproniesoaslotailoranddeveloptheservicesbolhbyiheGovt aswell asby N GOsinanoptimal 

d7em?na7! M ^ “ cj' ^ ^leld like menial health, which has always strong sociocultural 

he eZ7 it ‘i" »''^"'V.ns sense of fulfillment after hard labor and sleepless nighls for a mere wnte-up of few pages may no 

Ifi," "7 ■ " '7 °"'y d-al I have been single-handedly able to presewe for the progeny .he 

H ^ ^ psychiainc ailments treated in Kashmir over the past quarter of a century Had not the mctLlously 

maintained case records been analyzed, every person associated with mental health or behavioral sciences would had been left hiuh and 
dry after the devastating fire in 1 996 Future germinatesin the soil of present, but has its roots in the past 
Q: In the Year 2000 you proceeded on a long leave and subsequently submilted resignation. What was the reason? 

A bach one of us is on a mission, irrespective of what social or occupational identity mask we are putting up This is what differentiates 
us from the other living beings Satisfying the basic-instincts should never be the only objective of human life, rather to discover our true 
higher sell is also imperative. Some professions can facilitate this process and I believe that my profession, where you gel ample 
oppoi^nities to wipe the tears of suffering fellow human beings falls in such category But at the same time, one has to have a complete 
insight , and any willful negligence towards this mission can be a source of perpetual loss When the hospital got gutted in 1996, 
everything fell in shambles resulting in complete chaos There was no suitable space for satisfactorly ,1 treating hundreds of emotionally 
disturbed patients daily on outdoor basis Academic activities also got hampered The situation continued to worsen over the coming 
years With hundreds of outpatients from young children to frail, busy struggling from morning till evening to reach a single 7 ft x 9 ft 
room (cell), where all the doctors would work Often patients would receive physical injuries in the commotion On the other hand no 
postgraduate students were selected in the medical college for a couple of years in Psychiatry After repeated persuasions of about five 
>ears. I was convinced that it was no use to bum oneself out like this. No worthwhile help to the community or contribution to the 
profession was tantamount to forfeiting the aim of life So I had decided to quit 
Q: W'ilh so much todo« so much to deal with, how do you feel at the end of the day? 

A Satisfied, and as I said before, working as a psychiatrist has to be a mission Oneis dealing with ’psyche* i e soul rather than ’soma' -the 
body only Suffering masses identify with you as nearest and dearest one At no point of time can you become immune to their traumas 
and sufferings You share their sufferings and traumas and relieve their souls, Oneis always close tohumanity in this field Alleviating the 
sufferings of others means great satisfaction for one's own self 
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At Shalnard, Sagam 

( Control Site for Waltengo Study) 

Plot. 29-31 


32-35 
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CHILDREN AFFECTED BY DISASTERS 


Piet. 36-40 
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lli^ciE CaiIcr:^ 

COMMUNITY SERVICES / AWARENESS ACTIVITFS 

Piet. 41-49 


E)efeat Depression Programme (1998-2003) Piet. 41-42 



Religious Scholars involved Piet. 43-44 



At Banihal : Piet. 45-46 
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Organized PG Development Programme (May 13-15,2005) 





Or. R.C Jiioha 


Dr iiSi^fiT^Bo^iiria 


^M.S Bhatia 




PTfS^aopai 


®W®^fiidfa'de 




V.N. Vafiia 


r-'ParmjeetSingh 


Dr. ShivABautam 
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At Bijbehara : Mass Trauma Survivors 


(Hazratbal Shrine Crisis - More th; 
deaths following a shootout 
at Bijbehara) Piet. 48-49 


YEAR 2005 AT A GLANCE 


I 5'" Annual National Conference of Indian 

Psychiatric Society (ANCIPS) 2005 (Jan-Feb), Chandigrah 


57 


th 


Annual Canftrnnca nt 
Indian Psychiatric 


Society 



DIPARTMBKT Of PSYCBIATRT 
PGIUIR, CHANDIGARH 




Chairing the specii 
symposium of iPS c 
disasters. 



internationai audience 




Convener PTSD 
Programme 


► 
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Dr. Tasneem Shaukat. stage secretary Aggarwal, Dr. Alok Sarin. Dr. B.S. Chawan. Dr. Ranjeev 



Post Graduate Scholars Participating in the Programme 


TTT Indian Association of Private Psychiatry's ( lAPP) National Seminar on 
Disaster and Mental Health: Lecture Theme-Psychopharmacological 
Interventions: Immediate Post Disaster Phase, Hyderabad. 


Tw Indian Institute of Public Administration (IMPA) Seminar on ' Impact of 
^ '' Turmoil on Quality of Life in Jammu and Kashmir(May,2005), Srinagar. 




V 


VI 






Organized Physician-Psychiatrist Meet on Psychological 
spects of Disaster (June, 2005), Srinagar; Lecture Theme- 
An Overview of Disaster Trauma Consequences and Remedies. 

Providing Expert Advice to NGO: Conducted an Outreach 
Programme for the Doctors at Dhobiwan ( With MSF) 




VII Chaired Indian Psychiatric Association(IPS) Award Committee, 

Ludhiana 



With Khursheed A Ganai (IAS) 

Div. Commissioner . Srinagar 


VIII Marking Mental Health Week; Debate on ‘Mental Health as we 

Understand it.’ (Oct., 2005, Government Medical College Srinagar) 
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XIII 58th ANCIPS, 2006; 

Presentation, as the Lead Author, in Collaboration With 
Researchers from NIMHANS, Bangalore ( Dr. C.Andrade) and 
Harvard Medical School, VA,Boston Health Care System ( Dr. Zafar 

Ali), on “Efficacy of ECT. In Chronic Treatment- Refractory PTSD- 
First Study of its Kind in the World Literature. 



XIV ‘A Study of p53 Gene Alteration in Esophageal Carcinoma and Its 

Correlation to Common Dietary Risk Factors in Kashmiri 
Population’- Paper Contributed by Imtiyaz Murtza (PhD), Dhuha 
Mushtaq (MSc Biotech), Mushtaq A. Margoob (MD Psych), Amit Dutt 
(PhD), Nisar A. Wani (MS Gen. Surgery), Ishfaq Ahmad (Mphil, 
Genomics), Mohan Lai Bhat (MD, Patho), accepted for publication in 
the forthcoming issue of World Journal of Gastroenterology. 


XV Along with the Head of Department of Psychiatry, All India Institute of 

Medical Sciences (Prof. Rajat Ray), Conducted The Delhi 
University's MD Examination of Year 2005, as the External Examiner 
of The Candidates of Maulana Azad Medical College and Lady 
Hardinge Medical College, Delhi. 
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Appendix I 


Defcflt Depression Programme (1998-2003) 

r^cvrptsfrimiiheLomhiJmgim>ip-ammcn^ . dcoresscd 

Kashmir The situation has become all the more grim due to very high percentage of c( romc 
“lat stress^ presenting with comorbid moderate to severe depressive illness 

Cor^eTdiagiosi^ani efTeCve n,anagen.en. of depressive d.sorders is en,erg,ng as a 
dilemma all over the world World Health Organization (WHO) has 
4ih among the list of the most urgent health problems worldwide and has 

number two in terms of disease burden by 2020 overnd.ng 77'^, 

Among women, depressive disorder is going to b the number one disease in this regard I guess 

thishasalrcadystartedhappeninghereinKashmir 

Since human beings react to external and internal events by initiating a senes of thoughts, 
feelings and actions, distinguishing the normal emotion of depression that *s '’inually 
experienced by everyone at times in their lives, is difTiculi from a depressive illness that 
requires medical treatment and is often problematic for the clinicians not trained in mental 
health sciences The widespread misconception among common people that psychiatric 
disorder like depression is not a disease but a deficiency of will, that can be overcome with 
effort is. based on misinformation and lack of knowledge This misconception can extend into 
primary care settings where patients present with unexplained physical symptoms to 
emotional distress Many depressed patients with somatic complaints may be overlooked as 
ones having no real illness, once medical illnesses are evaluated and ruled out Even in the most 
advanced countries like the US and UK more than 50% of the depressed individual are neither 
diagnosed nor treated by their family doctors The adequate recognition and treatment of 
depression is hampered by negative public attitude and gaps in professional expertise. This is 
the reason that the Royal College of Psychiatrists in collaboration with Royal College of 
General Physicians had to embark upon its most ambitious public/professional education 
campaign in its 30 year old history - the ‘Defeat Depression Campaign from 1992* 1996 This 
campaign was designed to improve professional recognition and treatment of depression and to 
increase public understanding of the features, extent, course and treatment of depression. Since 
most primary physicians in USA also do not receive much training in recognizing depression, 
which is why the National Institute of Mental Health had to launch its Depression Awareness 
Recognition and Treatment (DART) Programme to help doctors intervene more confidently 
and more successfully. The recognition and management of depressive disorders In developing 
countries including India, is still worse partly because till now no such significant mass 
campaign has been initiated. At places like Kashmir where there has been a phenomenal 
increase in the psychiatric morbidity in general and depressive disorders in particular (Margoob 
et al 2002) professional complacency would simply amount to allowing this disease explode 
into an unchecked epidemic. The need to intervene was getting further substantiated by the data 
emerging from more than half a dozen scientific studies from various clinical settings including 
from psychiatric clinical experts (Margoob et al 1999) as well as from the medical trainees 
(Margoob et al 2003). All these factors provided enough justification to do something 
worthwhile for evolving appropriate, preventive, curative and rehabilitative strategies and to 
make a start in this direction, at least With a total of ten psychiatrists, almost all of them awfully 
busy and clustered at one or two places in the city of Srinagar only, such a gigantic task of 
imparting education for correct diagnosis and effective management of depressive disorders is 
simply impossible. With all these constraints in mind a very humble beginning was made by the 
undersigned in the year 1998 by trying to identify the main areas to be focused upon which 
emerged as I) Non Psychiatric experts and primary physicians 2) Postgraduate trainees 3) 
Media. 

However expectations from such a programme, which started almost as a one-man affair in 
the beginning, had obviously to be very modest, but the overwhelming response and 
cooperation by the professionals and public was really very heartening Equally gratifying was 
the excellent performance of the postgraduate trainees. A passing reference to some of the main 
activities include; Continuing consultation liaison psychiatric interaction with non psychiatric 
colleagues working In tertiary care settings, with an additional regular feature of a yearly 
extensive lecture by the undersigned on different aspects of depression, followed by question 
answer session, which on many occasions extended beyond the stipulated period because of 
ovenvhelming enthusiasm and interest of non psychiatric colleagues from different clinical 
settings including tertiary care institutions of Government Medical College Srinagar, Sher-i- 
Kashmir Institute of Medical Sciences (SKIMS) and its college at Bernina and specialists from 
the primary care. Some of the lectures like, ‘Diagnosis and Management of Depression in 
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xeroxed m hundreds to cater the demands of a beeline of practitioners from ‘u 

institutes Since in my last lecture (Oct M. 2002) addresLd to the laree uathnr 
from different medical and surgical domains some of the questions had^remain 

duetoshortagcof,ime.Ihadpromised.heconcerned.orcp^^^^^^^^^ 

proper occasions The present effort is a fulfillment of iha^ promise and I have seKd ,r' 

occasion of the World Health week for it I hope, that this humble attempt would add to efforts 

of helping this sufTenng community. One more equally important area of activity tocoSl 

depress^n was developing professional skills and expertise, in trainees of the onlv 

pos graduate department of psychiatry ,n the state of Jammu and Kashmir The menmZ < 

smdents whojomed the department over the past few years have not only been associated vnl 

the routine clinical and teaching activities but were also involved in research and acadom . 

activities organized by various prestigious national institutes from time to time Thiscore «ro, r 

of new budding psychiatrists, if given chance and opportunity to work in the future can be of 

immense help in carr>'uig forward such missions with the zeal and zest, they have alrt-adv 
shown ’ ""tduy 


Fixus on media has also been an important aspect of the Defeat Depression Programme 
over the years Besides nmny interviews, a series of weekly or biweekly programmes on 
various aspects of depression, as psychocducaiion for masses was run by both TV and radio 
The print media also carried out write ups from time to time on the topic Presently more than 60 
TV programmes on awareness campaign and psychoeducation programme stand recorded on 
psychiatric disorders, as a part of a six episode scries, currently being telecasted Similar radio 
programmes are also in the pipeline Recently pharmaceutical industry has also joined public 
awareness and similar activities besides continuing medical education fCME) in a big way I 
hope Defeat Depression activities would be continued and carried forward by others from now 
onwards, because as per previous plan my 5-ycar programme is ending now It is to be followed 
by an equally important rather more disiui1)ing, relatively less researched, and often more 
disabling and agonizing disorders related to post traumatic stress If Defeat Depression 
programme has served some useful function in enhancing public awareness and improving 
professional recognition and management of depression, the credit for that will go to all the 
organizations and individuals who participated, cooperated and helped me from time to time 
Obviously the blame for any shortcomings will fall on me, but one satisfaction which still will 
make me repeal such activities in future also is 


MAINAKLLA HI CHAU THA JANEBEMANZU. MAC, AH 
{ALONE. I HAD BEGAN MARCHING TOWARDSGOA!) 
LOG AALAY GAYEAOUR KARWANN HAN LA GAYA 
(PEOPLE KEPT ON JOINING AND THE. CARA \ 'AN INC 'REASED) 


Dr. Mushtaq A. Marfioob 
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endix 


'’"we hlTe read with interest the review article on the efTecIs of environment on endocrine system (Journal 

Med Sciences Vol 3 No. 2. p 83-85). While the authors have attractively hiBhIighted (he better esiablishcd 

Interaction between environment and endocrine functioning in conditions like diabetes thyroid dysfunction 
^e^rSluCive system disorders and growth abnormalities but we feel that stress as one of 

environmental factors in such interaction deservedadetaileddiscussion especially in view ofthe recent finding^ 

that even the regulation of immune systems can be learned and conditioned by understanding the interaction 
between behavior, neuroendocrinesand CNS which is reciprocated and vice versa . Even seasonal variations m 
hormonal levels like thyroxine, as pointed out in the review, may be of no recognizably clinical importance a 
present but some indirect evidence does exist that in some presently unknown way such a phenomenon could 
have a critical significance in thedisease etiology and its management Seasonal depressive disorder which is so 
prevalent in Kashmir valley during late winter and early spring', with light therapy as the established treatment 
of choice for this order, may not be linked to the hormone, like melatonin alone but a possible etiological link ot 
seasonal variations in thyroxine level with the disorder would be worth investigating at a place like ours where 
seasons are well demarcated and seasonal mood disorders are rampant. The dramatic treatment response shown 
by some of the antidepressants resistant depressive disorder patients (with normal thyroid function profile) to 
exogenously induced change in thyroxine concentrations by administering thyroxine as an adjunct with the 
Appendix - II already tried anti-depressants may serve as one more possible pointer to such kind of a relationship The role of 
I etter to the Editor stress that is known to inhibit thyroid releasing and stimulating hormones and increasing prolactin level may 

also have etiological significance in periodic hypothyroid slate, recurrent depressive disorder and cyclical 
hyperprolactinemia as the recent studies have started po^ntingout^ 

Since mind and body are inseparable one. therefore, even a remembered stress, which is only a wisp of 
thought, releases the same flood of deleterious hormones as the stress itself leading to incapacitating conditions 
like post-traumatic stress disorder which can follow a single catastrophic stressful event and the recurring 
thoughts with associated mental symptoms alone, can result in structural neuropathology including damage to 
hippocampal neurons and lasting behavioral change'. Studies have begun to examine the validity of the 
endocrine responses as a marker in conditions like post stroke depression. A recent study of growth hormone 
response to an antidepresant (desimipramine) found that growth hormone responses were significantly blunted 
in patients with post stroke depression suggesting adrenergic receptor function may be an important marker for 
post stroke depression* 

Another related reference to the subject would have been the effects of mental stress (norepinephrine acting 
on lipase activities) producing alterations in serum lipids with increased post prandial triacylglycerol rich 
lipoprotein factions-asoneof the possible mechanisms contributing to higher rise of ischemic heart diseases in 
stressed people'. Equally academically stimulating and benefuting our local fraternity would have been a 
reference to the possible interaction of stressful working conditions including modernization and its associated 
stressful life styles, having a link with urban domicile of diabetes over rural ones as reported by the authors 
themselves in their pioneering work on the prevalence of type 2 diabetes mellitus in Kashmir Valley ' 

Mushtaq A. Margoob et al 

r\t Pcv/rKiatrv/ 
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Although the result of our research earned out so far could get published in prestigioius Journals outside, but the local scientific 
periodicals even %>hcn some of them were y cl to be indexed, were preferred to increase academic interaction and make our 
observations readily available to the local fraternity. Editor 
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AoDendix 



Correspondence 


Appendix - Ml 


Prof N N Wig is a Iwdingfiyure in intcmaiional Psychiatry He founded the tlcnanm^n. r l 
the premier Post-Graduate Instituteof Medical Education a^d Research fPcSydFR i rh f 
He headed the department of Psychiatry at the other premier 
Sciences (AIIMS), trom 1980-8.VFrom 1984-90. he served as the VVorld Heilthn?. 1 ? 

Advisor Mental Health a. Alexandria Egypt Hewasrcsponsiblefordcveloping^ucmrS 

2-. countries, from Pakistan to Morocco in the Middle East and Nonh Africa^lc is the onlv PsvehiTt 
from India to be honored with the highest award of the Honorary Fellowship by the Roval Cnlhl. 

In?em' steering committee of World Psychiatric AssoctaUmA 

TSririhdav^'J'f "T 'O n'cntal illness In October 2000 „n his 

70th birthday, a book Mental Health in India 1950-2000’ was published in his honor to which m, 

leading naoonal and international mental health experts contributed In September **004 ilic fam ^ 

SouU, \1 ■ ^'=‘'“8'""“" 'h' d^velopmcnl of mental health In the co.,„,ri« 

Dr. Nnrcndrn N.Wig Editor 

MD DPM(Eng )DPM(Scoi ) 

FAMS.FRC Psych 

iatry. PGIMER. Chandigarh 
12 Dec 2002 

Dear Dr MushtaqAhmed Margoob 

work Pt'Ih r tribune (Sunday 8th Dec) reference to yours and Dr Zaid's very' gotxl 

r/lL -"^^'^'alions and^es, 

important area for psychiatric research work and there is very good opponuniiy in the 
present-day Kashmir Considerable literature is now available You may even ask WHO and other 
internalional agencies for more information and help A comparison wiili that happened m Bosnia or 
Afghanistan etc would be miyesting You can also compare it with Indian data on di^sasters like riots in 

vanousparts.earthquakcsmMaharashtraand Gujarat etc Prof R S Munhy in Bangalore may have good 

references It IS important to collect a good series of hospital cases and if possible to do a community 

sur\ey Gooddocumentationwouldbeveryimportant ^ 

Any way I am sure you must be already doing all this. This letter isjust an appreciahon and to convey 
mygoodwishestoyouandDr Zaid 


With kind regards and best wishes for a happy New Year 2003 


Sincerely 

(N.W 

Dr. SJushlaq Ahmcil Margooh M.D. 

( '(Htsiilianl I ‘s ychuiinsi 

poHoxXo. ^h/aro 

Snna^ar I9000I 
Jammu <K- Kashmtr 


Correspondcnce 2 
lEC-SKIMS 

The importance and repute of any medical educational institution can be gauged from its evidence 
based activities resulting from continued quest and research 

Unfortunately, in our setup, research has hardly ever been considered important and seldom sees light 
at a collective or institutional level Probably, this has been one of the factors that pose a hindrance toour 
institutions becoming prestigious tertiary’ care centres 

In the absence of an institutional watchdog system to ensure credible clinical and research work, 
wheneser any researcher has to quote his institution, the absence of an ethical committee leads to a great 
humiliation In the slate’s oldest and widely known medical educational institution, i e, Government 
Medical College. Srinagar, has never had an institutional ethical committee lasting for more than a few 
months Two years back also, on the initiative taken by the undersigned (editor), an institutional ethical 
committee was framed by the then principal/dean However, after a short period it was relegated to cold 
storage, mainly due to disinterest of all concerned 
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research institute of Janunu and Kashmir. SKIMS, fares no belter. Though an institutional ethical committee was 

The biggest meoica undersigned, as one of its members, is aware of only the inaugural meeting 

tV/O VCftrS OaCK 


constituted two years 




(Editor) 


* /i ». • I 




GOVERNMENT OF JAMMU & KASHMIR 

Or.S.JALAL SHER I-KASHMIR INSTITUTE OF MEDICAL SCIENCES 

“ P.ulln.No.n.SrlB.KJi-WOOIKJAKj, loJU. ^ ' 

- » 4 UflAd OCDll. of Cardiology MKHSJ IKNCI. g.nWJ . «ori.nlc.ln 

Call 0419000317 T«l (OKI •91-’t>’-2<03300 Fn« 2-103470 

,H«ECT0U.SM^^ C-«. 0419000317 T« (0^1 2951933.2222429 

EX-OFFCIO secretary to govt. 2431030. 2431053, 2431890 

Dr. Mushlaq A- "S^IaiBoob. Srinagar 10-06-2004 

Professor of Psychiatry, 

Government Medical College, 

Srinagar, 

Dear Sir, 

As we all are aware, willi continuing inquisilions into the unknown, man has been C'Cploring the 
guarded secrets of nature and is rapidly bieaking out of the boundaries of ordin.nry comprehension for 
the bellcrment of his species. Ccnlrnl to the oulcomc of this curious c.xpcrimcntalion and obserx ation 
is an ever expanding sea of knowledge and dcwlopmcnl on many frontiers. In this race for research 
and advancement, biomedical scientists have shown no less of (hirst, capabilily or achicveinenl. 

Yet with the expansion of our knowledge, the unknown is p.irado.xically c.xpanding and 
somelliing somcwlicrc incredible i.s always wailing to be known. In our (|iicsl to do good, there .il\v.iys 
remains a possibility llial we might inadvvileiitly do li.um and negate ihe pioiniscs ol rcse.irch to 
humankind. Tlicrcforc, while not imposing unnccc.ssary impedimcnls in ihe growth .nid proliferation 
of (he blessings of scichce, it is inipcralivc that we rcgul.ile our scientific curiosities by a strict balance 
of risks involved and Ihe hcnedls expected. Such a regulation assumes even lutlhci importance when 
the research involves human beings as subject mallei so lli.ii IninKin v.dnes aie icspccicd and 
preserved. Indeed the need foi imUomi ethical guidelines for rcscaich on liuinan subjects is uniscisally 
accepted, welcomed, and actually endorsed. Tlie ushcring-in of the arena of bioiechno!og> intliuling 
genetic engineering, assisted reproduction, and organ li.uisplant.ilion together with Ihe increasing 
realization of the need for evidence baseil meilical practice and improvements in the riglil 
consciousness .among the people, has actually pul .i sense of urgency on the ciliical s\,ienlisls. 

In this context, the development of an Inslilulionai F.thics C'oinmiltee to legulatc the rcse.irch 
conducted by our biomedical scientists in .iccoidancc with the iiniveixally accv[)lcd fundamental 
ethical principles of patient autonomy, beneficence, non-malencencc and justice has been a long-fell 
urunet need in our part of the wo^. You will be glad to learn that taking a lead fiom the inlcmalional 
scenario in general and from the Irulian Council of Medical Uesc.iich in p.irticular, we at Shei-I- 
Kaslunir Institute of Medical Sciences, Siinagar have decided to develop one suwli committee in our 
Institute on an urgent basis. The eslablislimcnt of an ethics committee is estremelv im|)oil.int to 
protect our public from exploitation while not depriving them of the bciieHts ol'raliomd lescaich and 
experimentation. However, the job needs phenomenal sincerity ol puiixise. laiion.diiv ol action, and 
above all, an unfailing sense of responsiliility atui love for humanitv. l. vidcnilv, it can ontv be 
entrusted to the few wiio arc gifted with the abililv to hletul tlicii lionc.sl devotion, knowledge, .ind 
experience with transp.ircnl rc.isoriability and a Herculean will 

In this regard, I am pleased to inform that your good self h.vs been considered suitable to be 
included in the Institutional FJhics Committee. Sher-i-Kashinii Institute of Medic.il Sciences (ll.C' 
SKIMS). I feel great pride to invite you to the position of Clinical Kxpi'rt in the <.onimillee. I have 
firm faith that \our presence will liclp IhX’-SKIMS achieve excellent reputation ,ind deliver .its 
responsibilities in all its future ciulcavois. I hope lh.il you will aecepl (lie invitation and pl.iy nnoiiier 
illuminating role so characlerist ic of j our enlighted personality. 

With kindest rcg,irds, 

„ \ .. 
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Correspondence 3 

'T°"r r -- 

popul„.i„„, who arc supposed .o benefi, .Too, i,. .hroughou. various phases and slges <;?;isTd"i;::';:;rd “ "" 

Editor 


S K Agnihotn 
Secretnr) 

NATIONAL FOUNDATION FOR 
COMMUNAL HARMONY 

I A» UMtIcf ll»C 

Million ot (Mucrnnicnt mI fiuli.M 





Dated the 8^^ July. 2005 

nn 'r!I' state ot Trauma' by Shri Toutlq Rashid at 

^ iT . ] ? '' 1'!" l^>^Prcss, dated the 26*" June 2005 

published Iroin New Delphi The article jiives a detailed account of pain, of trauma. 

ol Molencc and ot loss being suffered by the jwpulation of the Kashmir valley It 

symptoms of Post-Traumatic Stress Disorder 
1 IStJ) cind makes a reference lo sludies being conducted by Dr Akash Yusuf 
khan ufider your guidance. 


I Ins Koundation has been working with such children throughout the 
coiintn since its inception in the year 1992. 0\'er .^000 such children are being 
assisted in the Kashmir valley itself The details of schemes being implemented by 
/ the r oundation have been gi\en in the enclosed brochure for your information 

3 To help these children and their families, the Foundation has prepared a 
manual for the use of community level workers to provide psycho-social care to 
the survivors of violence I am sending herewith a copy of the same for your 
/ valuable comments and suggestions so that the manual could be made more useful 
and adaptable to the conditions in the Kashmir valley You could also indicate the 
level of community workers who can undenake this work in the rural areas 


4 I shall be grateful for s our early comments in the matter 


Dr Mushtaq Margoob 
Prolessor and Mead 
Psychiatric Unit 
PsNchiatnc Diseases Hospital 
Snnagar (.lAK > 


Yours sincerely. 



(S K Agniliolri) 


Id :4h(i:K>v. :4f.-U05:. rdc-vrrjm SAI)HMAVA\\.t:.niai}:t.j;h InKn.nicin, Wdnilc 
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CorrespoD work carried out in Kashmir continues to elicit awide interest and appreciation (Editor) 

The traumatic sire Date Wed, 12 Apr 2006 

DearDr. approaching a very serious issue that is prevalent in many cultures Suggestibility is present in 

In ^yhalfonn it chooses for its expression the effect of healing in the East, the placebo effect in the West If 

”'*%nsider that 30% of depress! ves get well with placebo we can see the magnitude of the problem. 

M^^tal Health promotion in the community is, I believe, the only way to deal with the problem you are highlighting These 
rammesmay include the well-meaning healers, as well as other key persons in the community, teachers, priests, policemen, 
^mw ofTicers etc. We have some experience in Athens on these issues and the results have been very beneficial . 

Congratulations for your initiative toraise this important point 

Wann regards George Christodoulou 

Secretary for Sections. World Psychiatric 

Association: President, Hellenic Psychiatric Association 

Wed. 8 March. 2006 
DearProfs Deva and Russell 

A very interesting article (Pir, Faqir and Psychotherapist: Their role in psychosocial intervention of trauma) by a dear friend, 
Mushtaq Margoob from Srinagar, Kashmir. I have asked him tokeepthedates for Feb 2007 meeting in his diary 

Afzal Javed 

Secretary ofWPA Sect ion On Developing Counliics a: Mcnliil l Icdllh 

Dear Mushtaq 

Very timely written paper (Editorial). May I request you to kindly keep this title for your presentation in our Lahore meeting in 
Feb, 2007 I have already sent you the first information letter about this. 

Afzal Javed 

Sunday. 19 March, 2006 
Dear Mushtaq 

Very impressive work (One-year longitudinal study of snowstorm disaster survivors in Kashmir) Please keep this up All my 
humble support is for you. 

Yours 

AfzalJaved 

28 March, 2006 
Dear Margoob 

This is vetv important and >co relevant to our culture (Pir, Faqir and Psvchothcrapisl: Their role in psvchosocial inicrvcniion of trauma) 
Religion has always played an important role in helping mentally ill and 1 suggest we can replicate some studv both at Pakistani Kashmir and 
your part. You will be pleased to know that our first centre at Muzaffarabad w ill start from I st April and we can use all our data in this regard If 
agreed. let us do ajoinl survcj/projccl I will appreciate) our thought on this issue Profs. Mufti and Haroon will be more than pleased to be 
associated. I am also sending > ou a paper of mine about Religion and Ps> chialrv . 

Afzal Javed 

Tuesday. 23 August, 2005 
Dear Dr. Margoob 

I am more than grateful for the time you have taken to reply to my request and shall of course look forward to readi ng the October 
edition of JK Practitioner (Trauma supplement). 

1 should also liketosend you some articles by Derek Summerfield, although you may know his work already 
His wonderful qualitative studies and articles are lucid and controversial and more importantly based on huge experience in 
field work all over the world. He warns against over western style medicalisaUon and labeling of trauma and favors building on 
integrated psychosocial support in situ. 

May I lake this opportunity to extend my full support on the ongoing work in your field into which you put so much enerttv and 
commitment. 

With best wishes 

Dr. Palrica Walsh 

The International Centre for Child Health 
The Institute ofChild Health 
30 Guilford Street- UK 
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Sunday. OOApril. 2006 
Dear Dr Margoob 

Thank you for (he very interesting and important paper (Edilonal). reminding us in this context of the 
impoflancv ot cultural sensitivity and the need to consider spiritual aspects ofhcallh I am sure this ^vi!l 
assist Inc development of work nou aswcll as in future 
With best wishes 


iiricii iicf riiiHn 


Secretary for Publications, World Psychiatric Association 

T . ThcLlnivcrsi tvofMelhouniefAIMH Aust ralia 

Tuesday, 7 March. 2006 

Dear Dr Margoob 

Enjoyed reading your editorial, my personal experience with victims of psychotraiima in Karachi over the 
last tu o decades, my data collaborates your views 

Recently InMituIe of Psychotrauina Pakistan (ISTI>), has been following up victims ofeartlKtiiake in 

NWl-PandAJK ^Vcafeinamlyfollowingwomenandchildrenandcxpcricncesarcsimilartoyours 

Kindreuard ’ 


Monday 20 March. 2006 
Dear Prof Juan Mezzich 


I'naiznNiaz 

CO- CHAIR. Section on Women’s 

Mental Health. WPA 

Director. The Psychiatric Clinic and 

Stress Research C enire. and 

Director. Pakistan InstilutcofPsvcho-Trauma 


The protocol prepared for World Psychiatric Association Taskforce on Kashmir Earthquake by Dr 
Mushtaq Margoob. Prof Department of Psychiatry. Postgraduate Department of Psychiatry. Government 
Medical College. Srinagar with inputs from Dr Srikala Bharat (National Institute of Mental Health and 
Allied Nciirosciences- Banyaloie) in niy opinion is complete and if the group gives a green signal then it 
cart be implemented Auaiiinuancarlv response 
With regard 


J.K.Trivrdi 


Dept ofPsychiauy 

King George Medical University Lucknow. India 
Zonal Rcpresentativefor Southern Asia-Zone XVI ofWPA 
Past President. Indian Psychiatric Society (2004 1 

Mon. 20 March. 2006 


Dear Professor Mushtaq Margoob 

I am grateful to you for your contribution 1 will read (One-year longitudinal study of snowstorm disaster 
survivors in Kashmir) ver)' carefully and will incorporate it in my report to the World Psychiatric 
Association, executive committee 
Warmest regards and many thanksforyourcontinuouseiTorts. 

Yours sincerely 


George Christodoulou 

Monday. 20 March, 2006 
Dear Dr Margoob 

Thank you again for sharing the paper (One-year longitudinal study of snowstorm disaster survivors in 
Kashmir) with us Your obserx ations are very appropriate Incidentally, since you have now feedback from 
alt the experts what is the next step? Even the budget you had outlined . 

Have you started the project with the WPA funding’’ Kindly let me know 

Withbesivsishes 


Dr. Srikala Bharat 

Addl ProfessorPsychiatryNlMHANS 
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When depression hurts ... one SSNRI helps 
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INDIAN PSYCHIATRIC SOCIETY 

(NORTH ZONE) 

CME PROGRAMME 2006 
SKICC Srinagar 
Dear member, 

Kindly find enclosed here with the llnalized MID TERM CNd^ProKramme of IPS (N 7 , w 

parlicipation along with your Prr/ua/elTnS' ' 

With regards , Organizing Chainnan Dr. Mushl.q A Margoob 

Registration: 9.00 AM to 10.00 AM 
Inauguration: 9.30 AM to 10.30 AM 
Tea; 10.30AM to 11.00 AM 


Session I: Time: ll.OOAM to 12.00 Noon 
ADHD and Conduct Disorders 
Chairpersons: Prof. Ajit Avasthi and Prof. R.C Jiloha 


Time: 1 1 .00AM to 1 1 .30 AM 
Topic: Clinical features and diagnosis 
Speaker: Prot. Manju Mehta. Professor of clinical Psychology, ARMS. 

Time: II. 30AM to 12.00 Noon 
Topic: Management 

Speaker. Prof. Madhu Nijhawan, Govt, medical College Kota. 


Session II: Time: 12.00 Noon to 1.00 PM 
Alcohol and Drug abuse among children and adolescents 
Chairpersons: Prof. N G Desia and Prof. Kuldeep Sharma 

Time: 12.00 Noon to 12.30 PM 
Topic: Pattern, Prevalence and Risk factors in Indian Settings. 

Speaker: Prof. Rajat Ray, Head Psychiatry Department, ARMS. 

Time: 12.30 PM to 1.00PM 
Topic: Management and Prevention. 

Speaker: Dr. Amit Sen, Child Psychiatrist, Sitaram Bharatiya institute Delhi. 

LUNCH: 1.00 PM to 2.00 PM 
Session III: Time: 2.00 PM to 3.00 PM 
Disorders of Psychological Development 
Chairpersons: Prof. Paramjeet Singh and Prof. R.K Solanki 

Time: 2.00 PM to 2.30PM 

Topic: Specific Learning Disorders: Diagnosis and Management. 

Speaker: Prof. Savita Malhotra. Department of Psychiatry, PGIMER Chandhigarh. 

Time; 2.30 PM to 3.00PM 
Topic: Pervasive Developmental Disorders. 

Speaker: Dr. Jitendra Nagpal, Child Psychiatrist. VIMHANS Delhi. 

3.00 PM to 3.30 PM: Valedictory Function. 

3.30 PM Onwards Tea 
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In early phase of SSRI treatment if increase in 
anxiety, agitation, restlessness 

bother your patients... Start with 


Escitalent Plus 



Escitalopram lOmg + Clonazepam O.Smg Tablets 


Highlights 

• Very Effective in Panic Disorders 

• A fixed dose combination of a highly selective serotonin 
reuptake inhibitor escitalopram & clonazepam 

• Rapid anxiolysis during antidepressant lag. 

• Easy drug monitoring. 




• Patient can be started with and shifted easily to this 
combination 

• Decreases eariy anxiety associated with antidepressant 

• Better patient compliance 
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disasters, both natural and manmade have occurred more frequently during the 

W ide scale research has an invaluable role in identifying outcome following 

recent Although a wealth of scientific literature, particularly from the developed 

*J^fhrough the International Society of Traumatic Stress Studies, and National Centre 
^yorld but scaW information from the developing world (particularly S. Asia) is available 

Kashmir has unfortunately got converted into a vast 'trauma laboratory' due to 

persistent confl cr 1 

^hni.ake) All this 

and eartnqudNt; During the preparation oi me worm rsycniatric Association's (WPA's) 

rehabilitation ^gos. South Asia earthquake , sharing our experienees with the eminent 

intervention pro ^^^g^jlonal body (with 130 National Psychiatrie Societies representing more 
leaders of the . jerved a significant stimulus for expediting the eompilation of our 

of oast two decades, with trauma. 

expenences, F expressed by the worthy office bearers of the WPA, who themselves have 

^”^Hv contributed to the publication of a wealth of scientific literature, included: 
signincan y ^ ^ Mezzich, president of the WPA, who is also the chief editor of journal 'World 

Profcss^^ wrote on 8th March 2006 "Dear colleagues and friends. I appreciate the academic 
Psychiany^^ carmg concern displayed in these discussions between Profs Christodoulou and 
stnngt experts in the area to respond effectively to the disasters we face. It reveals the 

nee of articulating science and humanism in the fulfillment of our responsibilities. Cordially 
impor a f^^^ziclC [Professor of Psychiatry and Director International Centre for Mental Health, 

mS Sinai School of Medicine, New York, USA]. 

Prof George Christodoulou, chair of the WPA's Institutional programme on Disasters and Mental 
Health wrote on 8*" March, 2006 "Dear Dr. Mushtaq Margoob. I wish to thank you veiy much for your 
omments concerning my small contribution to the remarkable work that you and your colleagues are 
Admirably carrying out. I am glad that we are in agreement concerning the universality of PTSD. The 
title of the article you were kind enough to let me have is fully in keeping with our opinion. There may 
be cases in which a fully blown PTSD does not appear, but elements of PTSD are there and deserve 
attention and treatment. Thanking you again for your comments . with warm regards . George 
Christodoulou "[Chak, European Division, Royal College of Psychiatrists; President Hellenic 
Psychiatric Association; President International College of Psychosomatic Medicine, Athens, Greece] 
Prof. Helen Herrman, Secretary for publications. World Psychiatric Association, wrote on 1 9 March, 
2006 "Dear Dr. Margoob. Thank you for sending this interesting and relevant editorial. As our 
colleagues. lam very grateful to you for your articulate expression of this important topic. lam sure it 
will help to improve understanding across groups that are important in directing responses to mental 
health needs in emergencies. I look forward to meeting you soon. With best wishes. Helen Herrman"" 
[Director of Academic Programs, Australian International Health Institute; Director WHO 
Collaborating Centre for Research and Training in Mental Health; Professor in Public Health and 
Psychiatry, The University of Melbourne, Australia]. 

Prof J.K.Trivedi, Zonal Representative for South Asia of Zone XVI of WPA wrote on 10 March, 
2006 "Dear Prof Mushtaq Margoob. Responding little late, so kindly excuse me. There will be few in 
South Asia who can match you in their work with regard to effects of disaster and its management. You 
have worked for so long and in so much of depth and the same is reflected in your editorial as well as 
the wealth ofdatayou have generated over the years. With regards. J.K. TrivedC [Ex president (2004) 
and Editor 'Indian Journal of Psychiatry' ( 1 997-2002), of The Indian Psychiatric Society. Professor of 
Psychiatry, King George Medical University, Lucknow. India] . 



